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THIS 1S MORE THAN AN ANNOUNCEMENT THAT... 


Unquestionably, reductions in the prices of 
Tincture Metaphen are news. When these 
reductions range from 30% to 46% they 
are, we believe, important news. e Yet this 
is more than an opportunity to save money. 
By virtually eliminating the question of 
price, it is an open invitation to the phy- 
sician to reconsider the whole question of 
antiseptic agents. e Significant facts for 
such a reappraisal are provided by a study, 
made by two independent investigators,’ of 
fifteen antiseptic agents including most of 
those in common use. The oral mucosa was 
the testing area. Each agent, unless found 
too irritating, was given at least ten trials 
on as many different subjects as possible. 
e The results are a matter of record. Tinc- 


ture Metaphen was designated without qual- 


, 1938, Amer. Digest. Dis,, 5:418. 


ification the most effective agent tested. Why? 
Because it was found to reduce bacterial 
count 95% to 100% within five minutes; 
to cause only slight irritation in a few cases, 
none in most; and to have, in substantial 
excess over any other agent tested, a two- 
hour duration of action. e These are the 
reasons we say: Now, with price no longer 
a consideration, is the time to reconsider the 
whole question of antiseptic agents. Now is 
the time to re-examine the evidence, and to 
select the agent of proven superiority. ABBOTT 


LABORATORIES, Nortu Cuicaco, ILLINots. 


Tincture Metaphe 


Tincture of 4 -nitro -anhydro - hydroxy - mercury - orthocresol, A 


BOTTLES OF 1 FL. OZ., 4 FL. OZ., 1 PINT AND 1 GALLON 
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NUMBER 12 


The Clinical Significance of the Rh Factor 
By ERNEST WITEBSKY, 1i.D.,* Buffalo, New York 


Dr. Witebsky is a nationaily 
known authority on the Rh fac- 
tor. His summary of present 
knowledge of this factor is clear 
and complete. It should be 
read in order that transfusion re- 
actions be avoided and erythro- 
blastosis be better understood. 
He has joined the consultant 
staff of Clinical Medicine, and 
will welcome inquiries from per- 
plexed physicians. 


A and B Factors 

N 1900, Landsteiner discovered iho 

blood groups as they occur in human 
beings. By assuming the existence of 
the two factors referred to as A and B, 
all human beings can be recognized as 
belonging to one of the four blood groups, 
0, A, B or AB. The factors A and B, 
originally believed to be limited to the 
blood cells, also are present in the tis- 
sue cells, as shown in 1926 by Witebsky. 
Consequently, not only the blood cells, 
but the entire human body, is group 
specific stigmatized. 


Clinically Unimportant Factors 


There are other factors besides the 
A and B. Landsteiner and Levine in 
1926 described two factors, M and N 
which are found in human blood cells 
independently from the A and B factors. 
Additional factors designated by differ- 


*Bacteriologist to the Buffalo General Hos- 
dital and University of Buffalo Medical School. 


ent letters in the alphabet were found 
and described in the literature but their 
significance in clinical medicine has not 
been established. 


The Rh(esus) Factor 


In 1940, Landsteiner and Wiener re- 
ported. on experiments in which they 
had injected rabbits and guinea pigs 
with the blood cells from Rhesus mon- 
key. The serum of those rabbits and 
guinea pigs would not only agglutinate 
Rhesus monkey cells but also blood cells 
of 6 out of 7 human beings independently 
of the blood group to which they belong. 
Obviously, we are dealing here with a 
new blood factor which is shared by 
the majority, about 85% of human bloods 
of white people and Rhesus monkey 
blood. Consequently, it is possible to dif- 
ferentiate between blood cells exhibiting 
this new blood property Rh(esus) posi- 
tive, and a minority group Rh(esus) 
négative lacking it. In contrast to the 
A and B factors present in most tissue 
cells and in secretions, the Rh factor 
has not been found in tissue cells in 
appreciable amounts. 


Landsteiner and Wiener, while report- 
ing their findings could not anticipate 
any clinical significance attributable to 
the Rh factor. At the time of the dis- 
covery, it was just one of those ‘‘theoreti- 
cal’’ observations, of interest only to the 
small group of fellow serologists; how- 
ever, the practical importance of the 
newly discovered Rh factor soon became 
manifest. It was generally believed, up 
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to this time, that blood correctly grouped 
and given to a patient belonging to the 
same group was always compatible and 
could be tolerated by the patient with- 
out risking any hemolytic transfusion 
reaction. But to the surprise of some 
investigators, rare cases of incompati- 
bility were found within the same blood 
group. 


Hemolytic Transfusion Reactions 


Wiener and Peters (1940) reported 
three cases in which the transfusion of 
blood belonging to the same blood group 
caused severe hemolytic transfusion re- 
actions. The correctness of the blood 
group determination in those instances 
was proven by re-testing and no other 
blood factor, such as the M and N types, 
could have caused the reaction; yet all 
three cases belonged to the Rh negative 
group and in two instances the patient’s 
serum agglutinated Rh positive cells 
more or less strongly. Previous trans- 
fusions were given to the same patients 
without causing reactions. The Rh posi- 
tive cells apparently sensitized the Rh 
negative patients and because 7 out of 
8 people are Rh positive, the vast major- 
ity of human bloods used in trans- 
fusions are Rh positive. The re-injection 
of Rh positive blood cells into those sen- 
sitized patients caused severe reactions. 
Because the patients become sensitized 
through blood of the same species, the 
word ‘“‘iso-immunization’’ (iso means 
‘‘similar’’) is used to indicate the mech- 
anism involved. By linking the presence 
or absence of the Rh factor found by 
animal experimentation, with certain 
hemolytic transfusion reactions in human 
beings, the practical importance of the 
Rh factor became established. 


Rh Complications of Pregnancy 


Differences in the blood group of 
mother and child were formerly con- 
sidered to be the cause of disturbances 
in pregnancy, but the statistical data 
available at that time were not sufficient 
to establish any definite relationship. 


In 1939, Levine and Stetson reported 
a severe transfusion reaction following 
the transfusion of ‘‘compatible’’ blood 
in a patient who had delivered a macer- 
ated fetus. The patient’s serum con- 
tained an atypical agglutinin acting upon 
many human blood cells including those 
of blood group ‘‘C’’ that were supposedly 
not agglutinated by any kind of human 
plasma. 


Levine and Katzin the following year 
published investigations on several trans- 
fusion reactions caused in women with 
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complications of pregnancy. The pa- 
tient’s serum contained atypical ag-f,; 
glutinins acting preferably at body ff. 
temperature. 


Levine, a former co-worker of Land- 
steiner, went to his old chief’s labora- 
tory and compared his sera with the 
anti-Rh sera prepared by Landsteiner 
and Wiener. It must have been quite 
a surprise to find that they were identi- 
cal. In other words, sera originating 
from women with complications in preg- 
nancy, agglutinated Rh positive cells. 
The patients themselves belonged to the 
Rh negative group. 


Levine and his co-workers, postulated 
the theory that the Rh antibody present 
in the sera of those Rh negative women 
was stimulated and produced by the 
Rh factor present in the child who in 
turn inherited the Rh factor from the 
father. Studying further the nature of 
the complications of pregnancy occur- 
ring in the group of patients observed, 
Levine, Burnham and their co-workers 
were led to the conclusion that the clini- 
cal picture of erythroblastosis was found 
in most of the children born by the 
group of women containing the Rh anti- 
body in their blood. 


Erythroblastosis 


In 1938, Darrow advanced the theory 
that an antigen-antibody reaction might 
be the cause of erythroblastosis. Levine 
and his co-workers were able to furnish 
the experimental evidence for this sug- 


gestion. Over 90% of all women giving 
birth to erythroblastatic children are Rh 
negative while their children are Rh 
positive. Several hundred cases have 
been studied up to the present time; 
a number large enough to prove the 
point. The pathogenesis of erythroblas- 
tosis can therefore be explained in most 
instances on the following basis: 


An Rh negative woman becomes sen- 
sitized to the Rh factor present in the 
fetus. In some yet unexplained way, 
the Rh positive cells of the fetus enter 
the maternal circulation and stimulate 
antibody production against the Rh fac- 
tor. Those antibodies, once formed in 
the mother’s blood, will re-enter the 
fetus circulation and act upon the child’s 
red blood cells causing damage and even 
destroying the cells. The Rh factor of 
the baby must have been inherited from 
the father who proved indeed to be Rh 
positive in all those instances. 


The laws governing the inheritance of 
the Rh factor are easily understood if 
one assumes that the Rh factor is domi- 
nant over the absence of the Rh factor; 
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consequently Rh negative individuals 
must be ‘‘homozygous’’ while Rh posi- 
tive individuals might be. either 

“homozygous” or ‘‘heterozygous.’’ In the 
ase of a heterozygous father, 50% of his 
spermatozoa will carry the gene re- 
sponsible for the Rh factor and 50% 
woild not. 

It has been found that frequently the 
irs' pregnancy is normal and that the 
second or maybe the third pregnancy 
will result in erythroblastotic children. 
Apparently, some time is necessary to 
set the stage to bring about the degree 
of sensitization in the mother leading to 
erythroblastosis in the child. From then 
on all children might suffer from ery- 
hroblastosis provided the unlucky wom- 
an’s husband is a homozygous Rh posi- 
tive individual. If the husband should 
be a heterozygote, some of the children 
will be Rh negative and of course, be 
spared from the disease. 


Transfusions and Sensitization 


Repeated transfusion of Rh negative 
patients with Rh positive blood might 
lead to sensitization to the Rh factor. 
This sensitization frequently requires a 
period of at least several weeks. No 
male patient will therefore, suffer from 
the danger of a hemolytic transfusion 
reaction due to the Rh factor when first 
transfused. In contrast, the pregnant 
Rh negative woman sensitized to the 
Rh factor because of her Rh positive 
fetus, might suffer from a fatal trans- 
fusion reaction at the first transfusion 
given. The selection of Rh negative 
blood is of paramount importance and 
will prevent hemolytic transfusion re- 
actions in those patients. The incidence 
of sensitization fortunately is not too 
high. Most of the Rh negative patients, 
male as well as female, will not become 
sensitized. Some protective mechanism 
must prevail because roughly, only one 
out of five hundred transfusions results 
in transfusion reactions due to the Rh 
factor and only one out of five hundred 
pregnacies is complicated by erythroblas- 
tosis. Some authors believe that those 
figures are too low. 


Present Limitations of Test 


The desire to determine the Rh factor 
generally in all transfusions and in all 
pregnant women, is understandable. The 
reagent for the determination of the Rh 
factor consists, at the present time, 
mostly of the serum of women with ery- 
throblastotic children. Those sera are 
scarce and in many instances are of 
weak potency. Unless some other sources 
of Rh serum are found, the determina- 
tion of the Rh factor will be limited to 
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a certain number of patients. As men- 
tioned before, the blood cells of 7 out 
of 8 people are agglutinated by the 
standard Rh serum. However, a differ- 
ent type of Rh serum has been found 
agglutinating only 7 out of 10 human 
bloods, while a third serum has been 
described recently acting upon only 1 
out of 3 human beings. Obviously, there 
fore, we are dealing not with one Rh 
factor alone but with a group of factors 
or sub-types. 


Diagnosis of Erythroblastosis 


The diagnosis of erythroblastosis in 
children born alive is sometimes com- 
plicated by the fact that clinical signs 
such as jaundice and anemia, are not 
manifest at the time of birth but ap- 
pear one, or even several days later. 
The placenta is mostly enlarged and 
heavier than the average placenta. A 
blood smear obtained from the chorionic 
capillaries or the umbilical cord will 
reveal the presence of a large number 
of nucleated red blood cells, as much 
as 50-100 as compared with 100 nu- 
cleated white blood cells. Many obste- 
tricians now routinely examine the blood 
smear made from the umbilical cord. 


Treatment 


The treatment of the condition as far 
as the mother is concerned has been 
described above and consists in trans- 
fusion of Rh negative compatible blood 
whenever a blood transfusion is indi- 
cated. The child frequently requires 
blood transfusions and here too, Rh nega- 
tive blood preferably should be used. Rh 
negative blood cells will not be damaged 
by the Rh antibodies assumed to still 
be present in the newborn’s circulation. 
Of course, the mother’s blood cannot be 
used because it contains the Rh anti- 
body which caused the disease. The im- 
mediate procurement of Rh negative 
blood for transfusion constitutes a major 
problem because of the relative scarcity 
of Rh negative individuals. Rh antibodies 
have been found in colostrum and in 
breast milk by Witebsky, Anderson and 
Heide. It is therefore advisable not to 
allow the mother to nurse the baby at 
any time. Some obstetricians induce 
labor four to eight weeks before term 
in cases where an erythroblastotic child 
might be expected but there is little 
evidence available so far to prove the 
validity of that procedure. 


Prognosis and Prevention 


As far as the prognosis and preven- 
tion of the disease is concerned, not 
much can be said at the present time. 
Once a mother has become sensitized 
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to the Rh factor no remedy is known 
which could prevent erythroblastosis in 
the child provided the child is Rh posi- 
tive. The physician will be asked by 
the anxious mother about her chances of 
having a healthy baby. The answer lies 
in the Rh factor of the husband. If 
the husband should happen to be an 
homozygote, all children will be Rh posi- 
tive and the prognosis is bad. If the 
husband should be an heterozygote, there 
will be a 50% chance that a normal 
Rh negative child will be born. It is 
not yet possible to determine whether 
or not we are dealing with homozygous 
or heterozygous individuals but Race 
and Taylor recently described a serum 


Rh antibody fetal RBC # lysis 
2 (= erythroblastosis) 
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behaving like the reversal of standard 
Rh serum and which agglutinates Rh 
negative and heterozygous Rh posi'ive 
cells. If this observation should be con- 
firmed and if it should be possible to 
produce such a serum in larger amounts, 
more definite statements regarding ‘he 
prognosis in erythroblastosis might be 
made. 


The relationship of the Rh factor t 
erythroblastosis has been proved by - ta- 
tistical evidence beyond any doubt, yet 
many basic problems still remain to 
be clarified before the pathogenesis of 
erythroblastosis can be definitely con- 
sidered to be solved. 


Rh Factor 


These schematic drawings illustrating the 
Rh factor of the blood originally appeared in 
the July-August issue of ‘‘What’s New’’ pub- 
lished by the Abbott Laboratories. 


For additional illustrations and text of the 
Rh factor turn to the Pictorial Section. 
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Low Back Injuries 


By H. R. McCARROLL, M.D.,* St. Louis, Missouri 


A thoughtful orthopedist of St. 
Louis has written an editorial on 
one of the most common and im- 
portant injuries, methods of diag- 
nosis and treatment. Surgical 
treatment should be carried out 
only after prolonged medical 
study and treatment. 


e—.- much has been added to 
- our knowledge of low back pain in 
recent years and more lasting relief can 
now be offered these patients than at 
any previous time, the vroblem is still 
far from total solution. To read some of 
the reports recently appearing in medi- 
cal literature, we gain the impression 
that we need only to offer the patient 
the privilege of submitting to a relative- 
ly simple surgical procedure in order to 
insure complete and lasting relief for 
their difficulties. This impression results 
largely from those articles which state 
or imply that all low back pain with as- 
sociated ‘‘sciatica’’ results from the in- 
traspinal protrusion of a damaged inter- 
vertebral disc. Such a statement is ab- 
surd and it is difficult to understand the 
such a re- 


reasoning which prompts 
mark. Any surgeon who follows this cri- 
terion and subjects all his patients to 
surgery who present this typical ‘low 
back syndrome’”’ will in a great majority 
of instances subject his patients and him- 


self to complete disappointment. Rup- 
tured intervertebral discs, in fact, ac- 
count for only a small percentage of 
those cases who complain of pain in the 
low tack with radiation into one or both 
lower extremities. 
Examination 

Each patient with low back pain must 
be treated as an individual complex 
problem and no step in their complete 
work up can be safely omitted. This 
must consist of a detailed history, 
thorough physical examination including 
a neurological study, complete X-ray ex- 
amination of the low back and pelvis 
and, when indicated or in the event of 
unusual neurological findings, a lumbar 
puncture for pressure readings and total 
protein determination. Such a thorough 
study often reveals many types of lesions 
which can cause or serve as a factor in 
low back pain with sciatic radiation. 
Such lesions frequently encountered are: 

(1) In the acute cases of low back 


*Assistant Professor of Clinical Orthopedic 
Surgery, Washington University School of 
Medicine, St. Louis, Mo. 


pain, fractures through the body of the 
sacrum, mild fractures through the 4th 
end 5th lumbar vertebrae, or fractures 
through the lower lumbar transverse 
processes. 

(2) Infections (tuberculous or low 
grade pyogenic) involving the lower 
lumbar or the sacro-iliac joints. 

(3) Bone tumors (usually malignant) 
involving the lower spine, sacrum, or the 
innominate bone. 

(4) Intrapelvic soft tissue tumors 
which cause direct pressure on the nerve 
roots transversing the posterior portion 
of the pelvis. 

(5) Minor congenital anomalies of the 
lower lumbar or Ist sacral segments. 
The two most commonly encountered 
are occult spina bifida and defects of 
one or more articular facets. Such le- 
sions are not themselves responsible for 
low back pain, but an associated defect 
of ligamentous structures in the area 
causes these backs to be weaker than 
normal and predispose to symptoms 
from any unusual strain. 

(6) Failure of fusion of the neural 
arch between 5th lumbar and Ist sacral, 
(sometimes called pedicle defects or 
prespondylolisthesis lesions). 

(7) A true spondylolisthesis. 

(8) Spinal cord tumors, usually in- 
volving the conus medullaris or the 
cauda equina. The possibility of intra- 
dural tumors should be kept constantly 
in mind and in case of doubt a pre- 
liminary lumbar puncture should be 
done. Such tumors often cause a sensory 
disturbance in the surface distribution 
of the pudendal plexus. Careful examina- 
tion of the ‘‘saddle area’’ for possible 
sensory disturbance should be a part of 
every examination. 

(9) Severe arthritis involving the sac- 
ro-iliacs or the lower lumbar spine. 

Treatment of these various lesions 
varies with the type of involvement and 
hardly seems worthy of consideration in 
this discussion. Any physician dealing 
with low back lesions readily recognizes 
their importance as possible etiological 
factors in the typical ‘“‘low back syn- 
drome,” sufficient proof that all such 
cases are not on the basis of a rup- 
tured intervertebral disc. 

The enthusiasm accompanying the 
popularization of the intervertebral disc 
lesion in recent years has led to some 
laxity in thorough study and accurate 
diagnosis in these patients. The most 
essential points in the diagnosis of this 
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lesion can be tabulated as follows: 

(1) Recurrent attacks of low back pain 
with associated sciatica. 

(2) Failure of adequate conservative 
measures to relieve or control the symp- 
toms. (This is one of the most important 
points and one frequently neglected.) 

(3) Exaggeration of pain on bending, 
stooping, straining, sneezing, and cough- 
ing. 

(4) Tenderness over the 4th or 5th 
lumbar segments. 

(5) Reproduction of the pain on deep 
pressure over one of these segments. 

(6) Lumbar muscle spasm. 

(7) List of the back to the opposite 
side. 

(8) Limited straight leg raising on the 
affected side. 

(9) Reflex changes: Absent or dimin- 
ished ankle jerk when the lesion occurs 
at the lumbosacral joint, and absent or 
diminished knee jerk when the 4th lum- 
bar interspace is involved. 

(10) Sensory changes in the affected 
lower extremity corresponding to dis- 
tribution of the involved nerve root. 

(11) X-ray evidence of narrowing of 
the involved lumbar interspace. 

(12) Absence of other significant X-ray 
findings. 

The use of some radio-opaque sub- 
stance intradurally in an attempt to 
demonstrate a filling defect in the spinal 
canal has been purposely omitted; omit- 
ted because it no longer seems necessary 
or advisable. No patient with a suspected 
rupture of an intervertebral disc is ever 
subjected to surgery until all known 
forms of conservative treatment have 
been given an adequate trial and have 
proven to be of no lasting value. Even 
then surgery is not advised unless the 
pain and other symptoms are definitely 
disabling. When all this is true, surgery 
is the only alternative. Attempted pre- 
liminary visualization of the defect is 
unnecessary with our present ability to 
localize the interspace involved from 
clinical findings. 

Fortunately, most low back injuries or 
lesions are minor in character and heal 
with simple conservative measures such 
as adhesive strapping, rest on a firm 
bed, salicylates and heat. Many of them 
can be successfully managed without 
loss of time from work. These are often 
classified as sprains, and probably re- 
sult from minor soft tissue injuries and 
slight ligamentous tears. In those that 
persist after these measures and show 
other evidence compatible with a rup- 
tured intervertebral disc as stated above, 
other conservative measures are still to 
be considered. The first of these is ab- 


solute bed rest over a period of severa 
days, often in a moderate sitting positio: 
with the knees flexed to 45°. Then, whe: 
the patient is again ambulatory, the us: 
of an adequate low back support may) 
be tried in an attempt to prevent a re 
current ‘‘attack.’’ The most useful sup 
port we have found to be a heavy corse 
type of brace, 10-12 inches in height 
which reaches from the pelvis to wel 
above the lower rib margin in orde: 
to completely immobilize the lumba; 
spine. Many patients will be able t 
control their back symptoms by the us« 
of such a support. The final conserva- 
tive measure which can be tried is man 
ipulation of the back under anesthesia 
repeating it if in doubt. No low back 
lesion is ever permanently ‘‘cured’’ b 
manipulation but some of these patient: 
can be given temporary relief in thi 
way. Since some of these low back syn 
dromes can heal spontaneously, any con- 
servative measure can be considered 
worthy of trial before resorting to sur 
gery. This logic is further established by 
the knowledge that surgery offers relief 
for no more than 65 to 70 percent of 
these patients. 

Finally, after the diagnosis of a rup- 
tured intervertebral disc has been ten- 
tatively established and all these con 
servative therapeutic measures have 
failed after adequate elapsed time, what 
type of operation should be done? The 
4th and 5th lumbar interspaces should 
be explored on the involved side and the 
affected portion of the disc complete'v 
removed. To stop here, however, is sti!! 
leaving the patient with a disabled back 
and a considerable number of these pa- 
tients will have difficulty in the future. 
Many such patients have been seen who 
have remained sympton free for two, 
three, or even five years, only to have 
a recurrence of symptoms identical with 
those which existed prior to operation. 
Many of these at the second operation 
have revealed ‘ruptured discs’’ even 
larger than the one found at the first 
operation. No intervertebral disc which 
has been the seat of an injury sufficient 
to cause a rupture can ever be expected 
to return to a perfectly normal state. 
In an attempt to prevent these ‘‘second- 
ary ruptures’’ or the secondary trau- 
matic arthritis that ultimately and invari- 
ably results in these joints, I firmly 
believe that all of these spines should be 
fused. This can be combined with the 
exploration and removal of the ‘“‘rup- 
tured disc’ in a single operation. Simply 
curetting the involved interspace after 
the protruded portion has been removed 
is not sufficient. Multiple chip grafts can 
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be removed from the wing of the ilium 
tc insure an adequate lumbosacral fu- 
sion, extending from the 3rd lumbar to 
the 2nd sacral inclusive. Such an opera- 
tion is obviously a more extensive proce- 
dure, entails a longer hospital stay and 
longer bed rest, but the promise of a 
greater precentage of satisfactory re- 
sults is sufficient to justify the continua- 
tion of this combined procedure. In spite 
o! careful study and careful selection of 
cases, some backs will be explored and 
actual rupture of the disc will not be 
found. The simultaneous fusion of these 
backs prevents such an operation from 
proving to be only a surgical exercise 
from the patient’s standpoint. 

In closing, let me repeat, most low 
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back lesions are simple affairs and re- 
spond to simple conservative measures. 
Ten percent or less are on the basis of 
ruptured intervertebral discs which will 
ultimately require surgery. Before re- 
sorting to surgery, other possible bone 
lesions must be excluded, all conserva- 
tive forms of treatment must be 
thoroughly exhausted and the possibility 
of a spinal cord tumor must be consid- 
ered and ruled out. When surgery is 
necessary, I feel the ideal procedure 
is exploration of the 4th and 5th lumbar 
interspaces with removal of the pro- 
truded disc if found; but whether found 
or not, lumbosacral fusion should be 
done simultaneously. 
3720 Washington Blvd. 


What Is Psychosomatic Medicine? 
By EDWIN G. ZABRISKIE, M.D., New York, N.Y. 


\ ie term psychosomatic medicine 
was adopted a few years ago by a 
journal devoted to that approach to med- 
icine which embraces a biologic con- 
ception of disease and its diverse forms 
of therapy. 
Historical 

There is nothing new in this concep- 
tion. Edward A. Strecker in an address 
before the American College of Physi- 
cians (April 1942) pointed out that So- 
crates, more than 2500 years ago, report- 
ed that the Thracians realized that the 
body could not be cured without the 
mind. Gregory Zilboorg’s historical per- 
spective (Psychosomatic Medicine, Vol. 
6 No. 1) tells us ‘‘Aristotle stated ex- 
plicitly: Probably all affections of the 
soul are associated with the body — 
anger, gentleness, fear, pity courage, joy 
as well as loving and hating; for when 
they appear the body is also affected. 
There are times when men show all 
the symptoms of fear without any cause 
of fear being present.’’ From that time 
down to the present, pioneers have ap- 
peared who have a broad concept of the 
study of mental and emotional disorders. 

Even in 1842, Feuchtersleber spoke of 
the psychophysical totality of man (Zil- 
boorg idea) but the purely objective ap- 
proach has, until recently, been left in 
the hands of research workers in the 
fields of internal medicine, surgery and 
physiology. Here and there, until the end 
of the last century, a number of unre- 
lated, uncoordinated attempts to study 
mental and emotional disorders in terms 
of physiology, biochemistry and electro- 
dynamics were made, but it is only just 
before the beginning of this century that 


research in this field developed a mo- 
mentum that bids fair to bring great en- 
lightenment to the inseparable, complex 
relationship of the body and mind. Dur- 
ing this period, the one piece of work 
that has been a great stimulus to re- 
search in this direction is Adolph Mey- 
er’s masterly conception of Psychobiol- 
ogy. 
What It Is 

It has been pointed out that psychoso- 
matic medicine is not a new concept; 
hence it does not represent a new spe- 
cialty nor in any sense a new branch of 
medicine, 

On the contrary, it is merely the ex- 
pression of a point of view as Edward 
Weiss expressed it recently in Philadel- 
phia. It should equip us with a broader 
understanding and a more penetrating 
insight into the psychologic factors which 
may, and often do, participate in the 
diagnosis, progress and management of 
every disease process known to man. 
Every successful country practitioner 
has been employing these methods with- 
out fully realizing the import of his ac- 
complishment. The close personal bond 
of the doctor-patient relationship, his 
keen insight into the personality of his 
patients, and their individual reactions 
to environmental stress, gives the doctor 
in a small community the power to 
achieve the art of healing that the term 
psychosomatic implies. 

One of the early attempts to treat dis- 
ease by these formulae was the concep- 
tion that the only way to manage tuber- 
culosis was by teaching the patient how 
to live with his disease. 
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Gastrointestinal Disorders 

Gastrointestinal disorders form one of 
the many branches of internal medicine 
that have been steadily compelling a 
more adequate psychosomatic evaluation 
of the total personality of the patient. 
Cardiospasm, duodenal and gastric ul- 
cers, spastic colitis and-chronic appendi- 
citis, are the types that have attracted 
wide-spread attention from both physi- 
cians and surgeons. 


Chronic Appendicitis 

More than twenty years ago, a prom- 
inent surgeon made the statement that 
since a psychiatric survey of all cases 
of chronic appendicitis had been insti- 
tuted in his wards, only 25% had come 
to the operating table, whereas formerly 
100% would have been explored. Another 
well known surgeon called attention to 
the striking frequency with which or- 
ganic disease of the midbrain is met 
in cases of duodenal or gastric ulcer. 


Cardiovascular Disorders 

The close correlation of Psyche and 
Soma has long been known in cardio- 
vascular disorders. Witness for example 
the strikingly high frequency of angina 
pectoris among locomotive engineers. 
For more than two decades, the emo- 
tional factors in vascular hypertension 
have been studied intensively all over 
the country, and a number of construct- 
ive therapeutic techniques have been es- 
tablished. 

Bronchial Asthma 

Bronchial asthma and the closely re- 
lated allergic reactions also demand at- 
tention from the psychosomatic view- 
point. Asthmatic reactions among the 
coal miners in Scotland have been well 
recognized as based upon emotional 
trauma of one sort or another. Some 
authors recognize the emotional trauma 
as a trigger that fires the already loaded 
allergic gun. 

Skin Diseases 

Cutaneous lesions are also recipients 
of much attention from this approach. 
The many forms of skin disorders 
that are now known to be intimately as- 
sociated with neuro-psychiatric disturb- 
ances, and the steadily growing interest 
of prominent dermatologists in this field, 
bear testimony to the close association 
of the two systems. 

Let one illustration suffice. Mittelman 
& Wolf (Psychosomatic Medicine, Vol. 1, 
No. 3) report the variations in finger 
temperature during detailed psychoanal- 
ysis. Emotional stress, with predominant 
anxiety, anger, humiliation, and joy, was 
accompanied by a fall in the finger tem- 
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perature. At times, but not invariably, 
the fall was greater if the patient wis 
not aware of evident emotional distu 
ance. During sexual excitement th« 
was a rise in finger temperature abo 
the control level. 


Orthopedics 

H. H. Jordan (Psychosomatic Meci- 
cine Vol. 5, No. 3) has clearly indicat d 
the importance of this point of view n 
the management of orthopedic cases. He 
calls attention to the importance of 
) 

e 


teaching the individual how to learn 
live with his disease, of teaching tl 
family how to live with, inspire and e.- 
courage the handicapped child, and ‘o 
make them clearly understand the pro- 
blems connected with the constructi 
development of the patient. He clear 
expresses this problem when remark- 
ing that it is obvious that rehabilitation 
of the severely handicapped child wi 
congenital deformities or with birth ji 
juries, depends to a great extent upon 
the complex relationship of parent 
parent, parents to child, doctor to child, 
and doctor to parents. 
Polio 

The treatment of infantile paralysis 
comes in for its share. Capt. Bohnengel 
in an able article (Psychosomatic Medi- 
cine Vol. 6, No. 1, summarizes by say- 
ing that in addition to being studied as a 
function of the neuro-muscular system, 
muscular activity should be studied also 
as a function of the total organism as 
embodied in the concept of the person- 
ality and its functions. He believes that 
the personality changes encountered in 
this disease result from psychobiologic 
dissociation rather than physiologic block. 

Accidents 

The study of accidents undertaken by 
State motor vehicle bureaus, industry, 
insurance companies and other research 
projects, would appear to indicate that 
there is a definite group of individuals 
who are accident-prone, and in whom a 
personality factor of some sort plays an 
important role (Rawson, Journal of Psy- 
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chosomatic Medicine, Vol. VI, No. 1). 
Evaluation 
Psychosomatic medicine is therefor 
merely a viewpoint whereby one con- 


siders the individual as a whole in whom 
there are many complex factors operat- 
ing to produce the clinical picture. With- 
out this approach to the problem of dis- 
ease, we are bound to meet pitfalls in 
the management of our cases, which can 
be avoided if only we take pains to fol- 
low these precepts. 

115 E. 6lst Street. 
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7 general practitioner treats many 
patients who are allergic. Many of 
these allergies are recognized; some are 
no’. It is important that the allergic pa- 
tient be recognized, regardless from what 
coidition he may be suffering or as to 
what procedure may be deemed neces- 
saiy to alleviate his disability. 










vhe allergic individual is more liable 
to shock following injections of serum, 








vaccines, biological substances and 
drugs. Even the lowly aspirin is po- 
tentially dangerous to the _ allergic 





patient. This individual may likewise be 
a problem in industry due to his ready 
ability to become sensitized to such con- 
tacts as will produce asthma, dermatitis, 
or vasomotor rhinitis. 









History 






A well taken history is the most im- 
portant single aid in the diagnosis of 
allergic conditions. The general practi- 
tioner should ask every patient whom 
he treats, ‘‘Do you have asthma, hay- 
fever, or eczema, or does any member 


of your family have asthma, hayfever, 
or eczema?’”’ 







































Skin Tests 


The general practitioner does not need 
elaborate skin testing outfits to diagnose 
the majority of the important allergic 
conditions. The importance of food al- 
lergies in adults has probably been over 
emphasized. Food allergy is of primary 
importance in infants. The occasional 
adult who suffers from food allergy, 
usually through a lifetime of unpleasant 
experiences, has learned to recognize his 
food idiosyncrasies. 






























































It is not uncommon for a person who 
suffers from a common allergy, for ex- 
ample strawberry rash, to be absolutely 
negative to the skin test. Most foods are 
poor antigens and skin tests for foods 
are rather unsatisfactory. Intradermal 
tests for foods are of very little value, 
and the general practitioner probably 
should not do intradermal allergy test- 
ing. These tests are dangerous unless 
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properly co-related with scratch tests 
and unless the practitioner is sufficiently 
acquainted with, and prepared to coope 
with, the earliest signs of anaphylaxis. 


The physician can recognize the most 
important allergies amenable to simple 
treatment by limiting his examination 
to an adequate history and physical 
examination, plus a few scratch skin 
tests to the inhalants such as: pollen, 
and house dust, and to a few contact 
tests when indicated. 


Bacterial Allergy 


There are no skin tests recognized 
as being diagnostic of the so-called 
bacterial allergies. Immediate or de- 
layed positive skin tests to bacterial 
substances can not be adequately in- 
terpreted, and vaccines prescribed or 
administered on the strength of such 
evidence is rarely justified. 


Treatment 


While most of the simple allergies 
are readily recognized, the treatment is 
not always so simple and only rarely 
can be left to the inflexible or inadequate 
so-called standard fifteen dose treat- 
ment. The physician who does not feel 
capable of diagnosing the simple al- 
lergies certainly should not assume the 
responsibility of treating them. The ma- 
jority of cases of hayfever and uncom- 
plicated inhalant asthma can be diag- 
nosed and treated by the _ properly 
trained general practitioner. Ordinarily, 
tree pollen cases do not receive ade- 
quate benefit from injection treatment 
with specific pollen extract, and are best 
treated symptomatically. 


The well recognized commercial phar- 
maceutical houses supply adequate test- 
ing and treatment extracts. The physician 
may well beware of unwarranted claims 
for drugs, chemicals, or unrecognized 
methods suggested for the treatment of 
his allergic patients. Finally, it must be 
remembered that the vast majority of 
allergic patients are today, and always 
will be, dependent upon the general 
practitioner for direction and treatment 
of their condition. The physician will do 


well to increase his knowledge in 
this field. 


Treatment of Head Colds and Sinusitis: 


Complete Decongestion Method 


By FREDERICK MYLES TURNBULL, M.D.; 
WILLIAM F. HAMILTON, Ph.D.; ELI SIMON, M.S.; and 
MELVIN F. GEORGE, JR., A.B., Los Angeles, California 


HE complete decongestion method 

has been developed as a treatment of 
the swollen mucous membrance of the 
nose, as for instance in head colds and 
secondary involvement of the sinuses. 
During the past two years we have at- 
tempted, with good results, to shrink 
the swollen mucous membrane of the 
nose, guided by the theory that: 


Blocked nose — Blocked sinus 
Open nose — Open sinus 


Circulation of air into a sinus is equally 
as necessary as drainage, or ever more 
so. (See Fig. 1) The complete deconges- 
tion method reverses the processes hith- 
erto applied. 

Formerly, various vasoconstrictors and 
strong bactericidal agents were _ intro- 
duced into the sinuses in an attempt 
to keep them open. But these bacteri- 
cidal agents were applied in such strong 
solutions that they proved injurious to 
the mucous membranes. Such attempts 
at clearing up the infection showed 
results that were none too favorable. 

However, as long as the nose is in a 
swollen condition, it is evident that the 
ostia of the sinuses are blocked and thus 
circulation of air into the sinuses will 
soon be shut off again. No matter how 
powerful any bactericidal agent or vaso- 
constrictor may be, the condition of the 
patient will not remain relieved for any 
length of time if the nasal passages con- 
tinue to be impaired and the nose and 
sinuses are not constantly ventilated. 

Single applications of sprays, drops, or 
even tampons as they are commonly 
used, reduce the swelling to a certain 
degree but not completely, leaving the 
nose and sinuses at least partially 
blocked. Such a treatment, even if re- 
peated at hourly intervals, could not 
bring about complete decongestion and, 
consequently, neither ventilation nor 
drainage of the sinuses. On the other 
hand, complete shrinking of the con- 
gested nasal membrane overcomes this 
deficiency and gives prolonged relief by 
completely reducing the swelling in a 
single treatment. 

The medication which we have been 
using is stabilized aqueous Sodium Sulfa- 
thiazole, 2.5 percent with Desoxyephed- 
rine Hydrochloride, 0.125 percent. It acts 
on a combined bacteriostatic and vaso- 


Congested Hose and 


Blocked Sinuses 


Bloeked Syhenoad Ost: 


Fig. 1 Schmatic drawing of normal nostril 
(left side) showing uncongested turbinates 
and free aeration of nose and sinuses, and 
congested nostril (right side) showing areas 
of congestion and _ decongestion, through 
shrinking of the turbinates to normal size by 
repeated vasconstriction. 


constrictive principle. The vasoconstric- 
tive influence is strong and prolonged 
due to the synergistic action of the 
Desoxyephedrine with the Sulfathiazole, 
equal to approximately one _ percent 
Ephedrine solution, as we pointed out in 
two former articles!,2, Complete decon- 
gestion is accomplished with only one 
eighth of one percent of the Desoxy- 
ephedrine Hydrochloride. A greater per- 
centage of the vasoconstrictor is contra- 
indicated as we observed that an in- 
crease in the dose does not increase its 
effectiveness. This is in accord with the 
findings of Butler and Ivy3 who further 
state: “It seems that the addition | 
drug dose present, merely has additional 
irritant effects.’’ Blood counts and uri- 
nalyses have shown no indication of sys- 
temic absorption. 

Experiments based on the exclusive 
use of several other vasoconstrictors in- 
dicate that caution is advisable if 
stronger ephedrine solutions are applied 
in equally large doses. 


Method 

The complete decongestion method pro- 
ceeds in the following manner: in or- 
der to desensitize the nose, preliminary 
spraying with one percent solution of 
cocaine is advisable. A moderate-sized 
cotton tampon is then medicated and in- 
troduced into the nose as high as is 
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Fig 2. Turnbull Applicator. 


comfortable to the patient. The use of 
a Turnbull applicator may prove help- 
ful in this manipulation. (See Fig. 2.) 

The patient is then placed in a recum- 
bent position with moderate extension of 
the head. The tampon is re-saturated 
it five minute intervals until the nose 
is completely open. Re-saturation is ac- 
complished with a medicine dropper, 
leaving the tampon in place. 

Approximately ten to fifteen drops of 
solution will re-saturate the tampon on 
either side of the nose. On the average, 
such an application of a medicated tam- 
pon continued for twenty to thirty min- 
utes will effect complete relief from 
pressure due to swelling. Although the 
shrinking of the mucous membrane ob- 
tained by this method seems to be com- 
plete, the tissues retain their normal 
color and do not appear blanched. 

The total amount of solution used in 
medication varies from three cc. to five 
cc. Though it is undoubtedly a rather 
large dose, no side effects attributable 
to ephedrine have been noted. This may 
well be due to the fact that complete 
shrinking of the nasal membrane con- 
fines the drugs to local action and thus 


tends to prevent systemic absorption. 
The medication should be forcefully 
injected (squirted) towards the top of 
the nose; if it were allowed to drop in 


slowly, it would rapidly seep through 
the floor of the nose without effecting 
the opening of the upper part of the 
nose and the ostia of the frontals, eth- 
moids, sphenoids and maxillary sinuses. 
It is of decisive importance that the 
medication should reach the upper third 
of the nose (See Fig. 3) and be held 
there for a sufficiently prolonged period, 
through re-saturation of the tampon, in 
order to be fully effective. 

The ethmoid sinuses, with their in- 
numerable small ostia, have always pre- 
sented a problem in the treatment of 
head colds. The method of prolonged 
contact with medicated tampons seems 
to promise a definite solution. 

The patient should be instructed to 
supplement this treatment at home, by 
using an atomizer and pointing its tip 
upward in the direction of the forehead. 
The nose should be sprayed thoroughly, 
and often enough to keep the nasal pas- 
sages completely open. However, expe- 
rience has proven that after a thorough 
primary shrinking of the tissues, subse- 
quent home treatment may be reduced. 

The more pronounced the swelling of 
the inflamed mucous membrane, the 


Fig. 3. Schematic drawing showing that 
medication to be effective must reach upper 
part of nose. 


more discharge is retained. This dis- 
charge in turn acts as an irritant pro- 
ducing more swelling, and thus the whole 
condition tends to perpetuate itself in a 
vicious circle. Complete decongestion 
prevents the retention of the discharge 
and allows ventilation of the nose and 
its paranasal sinuses. Partial or incom- 
plete decongestion, as obtained for in- 
stance by a tampon which is not 
re-saturated, or from a single adminis- 
tration of drops or spray, does not 
reach the deeper layers of the swelling 
or the ostia of all the sinuses. 

We have observed that vasoconstriction 
as induced by the complete decongestion 
method, is comparable to that obtained 
by the use of adrenalin. But in contrast 
to the latter, the complete decongestion 
method does not cause bleaching nor 
does it lead to subsequent sudden relax- 
ation of the tissues, resulting in renewed 
swelling. It rather tends to keep the 
nose and sinuses open for a period of 
four to eight hours or more. No sneezing 
follows the treatment. Beneficial reac- 
tions proved enduring in all cases ex- 
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cept in allergic patients, particularly 
those suffering from hay fever. 

In the following, we submit four se- 
lected cases which we treated by the 
complete decongestion method. 

Case 1 

An adult suffered from an acute block- 
ing of the left antrum the night before 
he was to appear in court as the chief 
witness. The pain was intense and the 
patient could not think clearly. Complete 
decongestion with re-medicated tampons 
over a period of thirty minutes gave 
complete relief. There were no after sen- 
sations such as are frequently experi- 
enced from sinus irrigation. 

Case 2 

A five year old child with marked 
cervical adenitis, secondary to chronic 
sinusitis. The glands on the right were 
swollen beyond the angle of the jaw. 
Upon decongestion treatment this condi- 
tion subsided rapidly. The improvement 
in the sinus involvement is shown by 
two roentgenograms taken at four 
months interval. (See Fig. 4 and Fig. 5) 

Case 3 

A woman, 78 years old, with pulmo- 
nary tuberculosis, had recently under- 
gone removal of the gall bladder. Patient 
was suffering from sinusitis. As soon as 
drainage was established through com- 
plete decongestion method, patient was 
relieved from headaches. No untoward 
effects resulted. 

Case 4 

A physician suffered from such a se- 
vere case of tinnitus that it interfered 
with his work. Previous treatments by 
inflating the eustachian tube failed to 
give patient any relief. Decongestion 
treatment brought down the swelling in 
the eustachian tube and also terminated 


Fig. 4. 


X-rays (4-month interval) showing improvement in sinus congestion, 
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the tinnitus. The symptomatic relief was 
marked and prolonged, so that the pa- 
tient expressed his appreciation of thi 
method in preference to others whic! 
had been tried previously. Marked in 
provement in breathing and relief fron 
headaches were also noted. 

In our practice, this method o 
shrinking the congested nasal mem 
branes has largely replaced irrigatio 
of the nose and its sinuses, which en 
tails the danger of subsequent irritatio: 
from instrumentation. The new method 
has proved successful in cases of a 
acu‘e or subacute character and to 
very large extent in chronic cases. 

Summary 

1. Intranasal medication for the trea 
ment of head colds—acute and chroni 
sinusitis, to be successful must con 
pletely decongest the swollen mucous 
membranes. 

2. Any treatment which only partiall) 
reduces the swollen membranes allow 
recurrence of the infective processes. 

3. Complete decongestion is a mean 
of shortening the course of a head cold 
preventing involvement of the sinuse 
and simultaneously relieving acute and 
chronic sinusitis. 

4. Pressure headaches from sinusiti 
are readily relieved by this method. 
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Paul’s Motto for Physicians 


IE words of Paul* may well be re- 

membered by physicians. He wrote, 
“Piove all things . . . Hold fast to that 
which is good.’’ 

Every method acclaimed in medical 
anc lay press should be tested by care- 
{ul study before it is accepted and widely 
used. Yet when one remembers dinitro- 
phenol and the cataracts that followed 
in the wake of its use for obesity, the 
deaths that followed an ignorant drug 
house making up sulfanilamide in solu- 
tion and considers the present careless 
use of the sulfonamides for minor con- 
ditions, it is evident that we tend to be 
faddists. 

Corneal Ulcer 


Many good methods of therapy have 
dropped by the wayside in the rush for 
newer technics. For example, one oph- 
thalmologist reperts that for many years 
he has’ successfully treated corneal 
ulcers of all types with ‘‘pasteurization.”’ 
A small, rounded, metal ball fixed to the 
end of a metal applicator is heated in a 
flame until cherry-red, then held within 
one-half inch of the infected cornea 
until the ball cools. This process is re- 
peated three or fcur times at daily inter- 
vals. Local anesthesia may be used, if 
needed 

This procedure was routinely used in 
several teaching hospitals 25 years ago 
and then was gradually forgotten. 

Sciatica 

In the days gone by, the sciatic nerve 
was often ‘‘stretched’’ for sciatica. Dry 
stretching was carried out by forcibly 
extending the leg and pushing it on the 
patient’s abdomen as far as it would 
go. In severe cases, the nerve was 
exposed (wet stretching) by an incision 
below the gluteal fold and the nerve 
exposed, then the nerve lifted up with 
the gloved hand until a good portion of 
the body’s weight was supported by the 
nerve 

The most famous clinic in the world 
sent home a patient with severe sciatica, 
untreated, with the notation that no 
definite evidence of intervertebral disc 
protrusion could be found. A manipula- 
tive physician cured his sciatica by ex- 
tending his leg a few times. Another 
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case where the rush to consider a new 
diagnosis overlooked all other possible 
causes, and more important to the pa- 
tient, all treatment. 

The open stretching of the sciatic 
nerve cured severe sciatica in an older 
man, in whom physical therapy had 


failed as given in a teaching university 
hospital. The nerve was exposed for a 
distance of 4 inches, novocaine injected 
and steady stretching carried out. 


Pneumonia 


The dramatic effects of sulfonamides 
and Penicillin have obscured the bene- 
fits of physical therapy and x-ray therapy 
in the treatment of pneumonia. 

A number of cases of pneumonia have 
been treated by roentgen therapy alone 
with encouraging results. This should be 
kept in mind, when pneumonia (or 
other infective process) does not respond 
to the usual methods of therapy. 

During the depression, many physi- 
cians learned that the use of diathermy 
or short wave to the affected chest re- 
sulted in much relief of pain and 
dyspnea, and in some cases, seemed to 
directly aid in healing. 

Summary 

Don’t accept, without thinking, all you 
read in medical journals or books, in- 
cluding this one. Don’t subject patients 
to medical fads without investigation 
and verification. Hold fast to that which 
works. 

> 


Sanitary Corps Officers Needed 

Sanitary Corps officers have been 
placed in a scarce category. The Pre- 
ventive Medicine Service. The Surgeon 
General’s Office, is seeking qualified 
men to become commissioned officers, 
and has announced the minimum re- 
quirements of enlisted personnel for ap- 
pointment as second lieutenants. Appli- 
cants must have a bachelor’s degree with 
an appropriate science major, and a 
minimum of two years’ experience in 
the particular field in which the appli- 
cant is qualified. In exceptional instances 
(upon the specific recommendation of 
their commanding officers) bacteriol- 
ogists, biochemists, serologists, and par- 
asitologists may be considered for a 
commission upen the completion of one 
year of Army laboratory experience. 
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EDITORIALS 


The Family Physician: 
His Need Proven 


A family physician is necessary. This 
thesis so often piously stated by special- 
ists has been proven scientifically. 

The Commonwealth Fund has just 
published a small book on ‘‘The Medical 
Care of the Discharged Hospital Pa- 
tient’’ describing the followup on a group 
of patients dismissed from the Syracuse 
University Hospital. Many of the facts 
described are of real value to all phy- 
sicians. For example: 

“The immediate problems of the pa- 
tients with acute diseases were chiefly 
of a medical nature; patients with 
chronic diseases presented medical, 
social, and economic problems which 
were so interwoven that each element, 
at times, seemed of primary importance 
and any plan for future care had to be 
envisaged over a long period of time.”’ 

“Complete diagnosis must _ include 
recognition of the disease or diseases 
present and also recognition of personal 
peculiarities of the patient and ap- 
preciation of factors in the environment 
that may affect the illness. If these 
personal traits and environmental in- 
fluences are not properly managed, it 
may be impossible to help the patient in 
spite of having a correct diagnosis and 
proper therapy.”’ 

“The expense and effort of making a 
diagnosis of pernicious anemia are 
wasted if the patient is so little con- 
cerned about it that he disregards the 
instructions given to him about treat- 
ment. If a patient has heart disease 
and becomes decompensated, it is just 
as necessary to find out that she goes 
up and down 2 flights of stairs to tend a 
furnace, as it is to discover what par- 
ticular kind of heart disease she may 
have.”’ 

“In a number of cases, further study 
of the patient at home permitted a 
diagnosis to be made, as more definite 
signs developed. A complete copy of 
the hospital record and findings were at 
hand so that any change could be noted.”’ 

“Diagnostic as well as_ therapeutic 
measures entailing minor surgical pro- 
cedures were performed in the home 
including thoracenteses, abdominal para- 
centesis and lumbar punctures .. . It 
was possible to give practically all medi- 
cations (intravenous medications, blood, 
plasma and other fluid infusions) avail- 
able in the University Hospital. ..A 
visiting nurse was present whenever 
infusions or transfusions were given.’’ 


The Physician-Patient Relationship 
“The family doctor occupies the key 


position in the care of his patient be. 
cause of his unique relationship to them 

. Only he is in a position to assiime 
responsibility for the medical super. 
vision of the individual for he can ¢o. 
ordinate the services of all institutions 
or specialists called up to participate in 
the patient’s care . . . A patient may 
have the use of expensive hospital pro. 
cedures and clinic facilities, but unless 
they are integrated with his whole life— 
his working and home life—there js 
great risk of wasting time and moncy.” 


Strong words these—that the general 
practitioner has a place, a very im. 
portant place, in any well balanced 
scheme of medical care. This voice of 
experience contrasts with that of those 
who have stated that the g.p. was 
needed only for care of colds and minor 
illnesses. 

a 

“Simplicity of manner is the last attainment 
Men are very long afraid of being natural, 
from the dread of being taken for ordinary.’’— 
Jeffrey. 

ey 


First Annual Review 


To aid the busy physician and to estab- 
lish a usable service to our readers, 
Clinical Medicine now presents its first 
Annual Review. This synoptic review is 
made up of brief abstracts of most of 
the leading articles that have been pub- 
lished in the Journal during the past 
twelve months. It is designed to be your 
memoranda of practical thoughts in 
Clinical Medicine, and annual desk index 
and notebook, but not a substitute or 
replacement of the original material. 


To assure you of a full measure, this 
first Annual Review includes outlines of 
articles that go back to June 1943, and 
reviews of articles that appeared in the 
October, November and December 1944 
issues will be contained in the 1945 
Annual Review. 


As this is a new feature in medical 
journalism, and a costly one, your com- 
ments and suggestions to make this a 
better service would be sincerely appre- 
ciated. At any rate please, drop us a card 
with your candid opinion of Clinical Medi- 
cine’s new Annual Review. 


To all of you, from all of us, we wish 
you a 


MERRY CHRISTMAS 
AND 
HAPPY NEW YEAR 
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Diseases of the Duodenum 
By ROSCOE R. GRAHAM, Toronto, Canada 
[Clin. Med., June 1943, p. 155] 


DUODENAL OBSTRUCTION 

A partial or complete obstruction of the 
duodenum may be caused by compression 
of the mesenteric arteries or a relaxed liga- 
ment of Treitz. (Fig. 1.) Ptosis of the right 
colon is often associated with it. 

Acute obstruction is not treated surgically, 
but by inserting a duodenal tube, preferably 
of the double-lumen (Miller-Abbott) type, 
to deflate the bowel. Subacute or chronic 
obstruction is treated by correction of nu- 
tritional deficiencies and by abdominal exer- 
cises. Surgical procedures have not given con- 
sistently good results. 


DvuoOpENAL ULCER 

Perforation of an ulcer is followed by a 
discharge of stomach contents into the abdom- 
inal cavity. Repeated cultures are rarely 
positive for bacteria, and the finding of 
pathogenic bacteria is an extremely rare oc- 
currence. These patients do not die of peri- 
tonitis. 

Treatment of perforated ulcer: The pa- 
tient is made comfortable with morphine and 
intravenous fluids (blood or blood serum is 
given if the patient is in poor condition) in 
sharp contrast to the old procedure of rush- 
ing him to the operating table for an “emer- 
gency operation.” 

When it is time to operate, a piece of 
omentum is cut and sutured over the perfo- 
ration, and the resulting fibrin heals all 
tissues. The sutures are placed in the healthy 
duodenal (or gastric) wall and tied only se- 
curely enough to hold the piece of fat over 
the opening. They should never be tied 
tightly. 

PENETRATION 

Any peptic ulcer patient who is not re- 
lieved by medical care, and especially by rest 
in bed, should be suspected of having pene- 
tration of the ulcer into the pancreas, liver, 
or bilary system. It should be suspected when 

an ulcer loses its “timing,” and does not occur 

in regular cycles. Penetration most com- 
monly occurs in young persons. 


OccuLt DuoprENAL ULCER 
The occult duodenal ulcer occurs in the 
descending duodenum, above the papilla. 


aria 
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Mesenteric blood vessels 


Fig. 1 


Duodenal obstruction due to compression by the 
superior mesenteric vessels. 


. 


Fig. 2 


Mobilization of the duodenum after incising the 
peritoneum lateral to the descending duodenum. 


It is impossible to diagnose clinically, and 
is infrequently diagnosed by x-ray examina- 
tion. It tends to penetrate retroperitoneally 
and can easily be missed, even when the abdo- 
men is opened at exploratory operation. It 
will be found if the posterior peritoneum is 
incised, lateral to the descending duodenum, 
and the doudenum thus mobilized so that it 
can be pushed to the left, (see Fig. 2). Such 
a hidden ulcer may give rise to pains re- 
sembling those of gall bladder disease, and 
occasionally even jaundice (due to edema 
of the bile duct) may appear. 


363 





364 


PyLoric STENOSIS 

Pyloric stenosis may be caused by edema 
of the pylorus, by scarring, or by spasm. In 
young patients with “obstruction of the py- 
lorus,” do not operate until their nutrition 
has been restored to normal with blood 
transfusions, vitamins, thick cereal, and gen- 
eral medical management. The obstruction 
may have been due to edema, in a patient 
with low body proteins. The same is true 
for patients who have been on low-protein 
diets and who vomit while under medical 
care or after operations. 


SURGICAL POINTERS 


Never permit a patient to be operated 
upon after a prolonged period of rest in 
bed. The mortality of surgery of any kind 
is much greater when performed upon pa- 
tients who have been under medical care 
and complete rest in bed. There must be 
activity first, to insure normal functioning 
of the body. Let the patient eat a full diet 
and be up as much as desired for a few days 
before operating. If the patient refuses, it 
is safer not to operate. If the patient com- 
plains of a “cold,” even though there are no 
physical signs, do not operate. We saw a 
death, due to pericarditis and peritonitis, 
after operating upon such a patient. 
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Errors in Diagnosis of 
Unexplained Fever 


By M. PINSON NEAL, M.D. 
[Clin. Med., June 1943 p. 163] | 


Fever: Massive fulminating infections may 
cause little or no fever. Unexplained fever 
may be caused by (1) toxic goiter, (2) ma- 
lignant growth, (3) turberculosis, (4) syphil's, 
(5) cardiac (myocardial) infarction and (5) 
nervous exhaustion. 


Toxic goiter patients often have fever wi 
readings of 100 to 101° F. for weeks or mont) 
and the diagnosis is missed repeatedly. 


Malignancies: To the common carcinomas 
and sarcomas, we especially add Hodgkin's 
disease and the leukemias. A high percenta:e 
of obscure, prolonged fever (a few months 
to 5 years) is eventually found to be asso- 
ciated with some malignant neoplastic 
diease. 


Tuberculosis: This common disease is still 
a frequent cause of undiagnosed fever. With 
the x-ray for study of the lung fields, bones 
and other tissues and the bacteriologic labo- 
ratories for the examination of sputum or 
other excreta for the telltale tubercle bacilli, 
there can be little excuse for tuberculosis 
to go unrecognized. 


Symptoms 


Disorders Due to Heat 
[Clin. Med., May 1943, p. 130] 


Heat Cramps 
Conscious patient; 
temperature normal; 
pulse normal or fast; 
skin normal; 
cramping pains. 


Heat Exhaustion 


Conscious patient; 


subnormal temperature; 


pulse weak and fast; 
skin pale and cold— 
“shock” appearance. 


Heat Stroke 
(“Sun Stroke’) 


Unconscious patient; 
fever (105° F. or 
higher); 

pulse very strong and 


Occurs in the early 
|period of a hot spell. 


Any age. 
| 


Oral or intravenous 

juse of sodium 
| ° 
chloride. 


Prevention 





—F. J. ELIAS, M.D., in Minn. Med., Dec., 1942. 


After some hours. 


Warmth; rest; lay 
patient down flat; 
stimulants. 


very fast. 
Skin dry and very hot. 


Usually after second o1 
third day of a hot 
spell. 


Usually in older persons] More often in older 
and those with systemic 
disease. 


persons, but may 
occur at any age. 


Ice bath or ice pack 
at once. 


Daily use of coated salt|Daily use of salt tablets} Avoid exposure 80 
tablets and ample water.|and ample water. 


overheating and sun 


for several days. 
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Syphilis leads to prolonged fever in some 
cases. Syphilis cannot be ruled out without 
repeated blood Wassermann or Kahn tests, 
full examination of the spinal fluid, and a 
therapeutic test with Mapharsen. 

Cardiac (myocardial) infarction: Not all 
cases Of coronary artery occlusion exhibit 
the severe and diagnostic manifestations given 
in the classical descriptions. The sedimenta- 
tion rate is elevated as long as there is ab- 
sorption, thus ruling out angina pectoris. 

Nervous exhaustion causes prolonged fever 
without any organic basis. 


Common Errors in Diagnosis 
of Chest Diseases 
(As seen by the specialist) 
By SAM E. THOMPSON, M.D. 
[Clim. Med., June 1943, p. 161] 

The most common error made by the 
general practitioner is the “snap diagnosis,” 
a diagnosis based on insufficient evidence 
(a short cut to a wrong answer). 

Chronic bronchitis is a frequent diagnosis; 
most tuberculous patients have had this tag 
affixed at some time. Of course they had 
bronchitis—every one with active open tuber- 
culosis has. Every case of bronchitis should 


be examined thoroughly to determine the 
cause of the bronchitis. 


“Anemia” or run down condition is not a 
diagnosis, it is a symptom. Individuals do 
not become run down for no reason. 

The distinction between thickened pleura 
and pleural effusion causes much difficulty. 
One should look for the position of the 
mediastinum. No harm can be done by in- 
sertion of the needle into the pleural space 
(the needle should be large enough to permit 
passage of pus). 

If no cause can be found for the pleuritic 
effusion, it should be considered tuberculous. 


Sputum examination means nothing if a 
few negative examinations are accepted as 
proof of the absence of tuberculosis. In an 
occasional puzzling case, daily sputum exami- 
nations for weeks are necessary to find the 
tubercle bacillus. 


Post-influenzal asthenia is a frequent but 
often misleading diagnosis. We should be 
prepared to search thoroughly for a definite 
cause, infectious and especially tuberculous. 
(A patient of mine was sent to the most 
famous clinic in this country because of 
persistent weakness for which no cause could 
be found. A diagnosis of post-influenzal 
asthenia was made, but recovery did not fol- 
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low in months. A diagnosis of chronic undu- 
lant fever was made and recovery followed the 
injection of undulant fever vaccine.—Ed.). 

We have never seen a case of unresolved 


pneumonia, after thorough study has been 
carried out. 


Some Common Errors of Diagnosis 
By WALTER C. ALVAREZ, M.D. 
[Clin. Med., July 1948, p. 189] 

Errors: In many cases the diagnosis is not 
wrong but rather inadequate to explain the 
symptoms, and a far more important disease 
is overlooked. The diagnosis of a spastic 
colon, ptosis, diverticulosis, low blood sugar, 
adhesions, gastritis, low blood pressure or a 
low basal metabolic rate may be correct as 
far as it goes but these slight abnormalities 
may have nothing to do with the production 
of the symptoms complained of. 


A man may have amebae in his stools 
without their. having any relation to his 
diarrhea, which may result from nervousness, 
toxic goiter, ulcerative colitis or carcinoma. 


A diagnosis cannot be made in the labora- 
tory; one laboratory test whether negative 
or positive, should not be accepted as definite. 

The only reason for removing a gallbladder 
is that the patient has had typical colics 
with perhaps frequent flatus. Don’t let the 
x-ray alone make the diagnosis of cholecystitis. 

Hypotension (low blood pressyre) is no 
cause for worry; it does not cause symptoms. 

“Brucellosis” should not be applied to 
nervous, tired, neurotic women. 


A plain x-ray film of the abdomen shows 
an enlarged spleen, in well developed cases 
of brucellosis. A positive skin test will be 
present in many persons without brucellosis; 
most people who have drunk much milk have 
a few agglutinins for Brucella abortus. 

Electrocardiographic errors: Hardly any- 
one past 30 is without some slurring and 
notchings (recent study of army groups re- 
veals that a large number of persons from 
18 to 28 have abnormal electrocardiograms 
yet are normal in every way—Ed.). The best 
test of a heart is usually the amount of 
exercise it can stand without complaint. 


Diagnostic placebos: A curse of medical 
practice has always been the tendency to 
try to satisfy patients with placebos of diag- 
nosis. Instead of telling a sickly, constitu- 
tionally inadequate woman who has been 
ailing one way or another throughout her 
life that she was born that way and will 
always be that way, we usually try to get 
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her out of the office in a contented frame 
of mind by telling her that she has colitis, 
ptosis, adhesions, Addison’s disease, sinusitis, 
too much acid in the system, brucellosis, 
chronic appendicitis, an ovarian cyst, small 
uterine myoma or retroversion of the uterus, 
peptic ulcer, slowly emptying gallbladder, 
ureteral stricture or intestinal auto-intoxi- 
cation. 


Such diagnoses cause the patient to undergo 
surgical and medical treatment to no avail. 


Ptosis is perfectly normal and can be found 
in 75 percent of well built athletes. The 
material in the bowel is moved forward by 
muscular contraction and not by the force 
of gravity. : 

Psychoneurosis is commonly associated with 
abdominal pain, indigestion and an over- 
powering fatigue in the morning. 


Inguinal Hernia: Anatomy 
By THESLE T. JOB, Ph.D. 
[Clin. Med., July 1943. p. 187] 

Observations made in our laboratory indi- 
cate that one-third of white male adult 
cadavera and one-fourth of white females 
have a peritoneal diverticulum or sac at 
the internal ring. 

Practically all “acquired” inguinal herniae 
result from a sudden, exaggerated, intra- 
abdominal pressure at a time when the ab- 
dominal muscles are caught off guard or 
have a poor mechanical disadvantage (due 
to the position of the body or poor muscular 
development). 

Practical application: Cure by the truss 
and by the injection method of treatment 
requires that the pressure be maintained long 
enough so that adhesion of the walls of the 
canal takes place; true cures are rare. 

A simple high ligation of the sace, as 
usually performed, will not obliterate the 
suspended umbilical ligaments. Here is the 
rationale of intraperitoneal approach, as in 
an appendectomy. 


Diethylstilbestrol Treatment ef 
Uterine Bleeding 
By KARL J. KARNAKY, M.D. 
[Clin. Med., July 1943, p. 182] 

Diethylstilbestrol is effective in the treat- 
ment of uterine bleeding regardless of the 
presence of myomas. 

Severe or prolonged bleeding may be 
treated by injecting 10.0 to 25.0 mg. to 50.0 
mg. of stilbestrol in oil into the anterior 
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wall of the cervix with a spinal punctu 
needle and an ordinary 10 cc. syringe. (Se 
Fig. 1). Or one may give 10 to 20 five mg 
tablets (50 to 100 mg. total) every fifteen 
minutes until the bleeding stops, then one 
10 mg. tablet every night for 2 weeks. Fo; 
moderate or slight bleeding, doses may 
one-half to one-fourth of those listed above. 





Fig. 1. Technic of injecting the anterior wall of 
the cervix with stilbestrol in oil. A Spinal puncture 
needle and ordinary 10 cc. syringe are used. 


Eye Do's and Dont's 
By HARRY S. GRADLE, M.D. 
[Clia. Med., July 1943, p. 192] 


DISCHARGE FROM THE Eves 
Due to inflammation of: 

a. Lining of eyelids 
(conjunctivitis) 

b. Margin of eyelids 
(blepharitis) 

c. Tear passages 
(dacrocystitis) 


Red Eyes Due to: 
. Foreign Body 
. Acute conjunctivitis 


. Corneal ulcer 
. Iritis 


Diagnosed by: 
This can be seen 
Secretion is present 
Gray area on cornea 
Contracted pupil, cloudy 

iris 


. Acute glaucoma 


Dilated pupil, eyeball is 
hard 


Ophtalmoscopic exami- 
nation 


f. Other intra-ocular 
inflam: 

Eye injuries: Do not suture lacerations of 
eyeball. Put on a sterile bandage and send 
the patient to the ophthalmic surgeon. Eye- 
lid lacerations should be sutured with fine 
silk, hair or cotton. 

Chemical injury of the eyes: Wash out 
with large quantities of water, regardless of 
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type of chemical. In lime burns, use milk. 

Treatment of local inflammations: 1 per- 
cen’ mercurochrome; 1-5,000 oxycyanid of 
mercury; 1-2,500 Metaphen or 1-3,000 Zephi- 
ran’ 5 percent sulfathiazole ointment; and 
Ye percent zinc sulphate (not effective if 
purulent secretion is present) are effective. 
Silver salts and yellow oxide of mercury have 
been superseded by the above more effective 
medications. Atropine has no effect on local 
inflammations of the eye. No patient will 
thank you for destroying his sight by the 
use of atropine as a result of your mistake 
in diagnosing iritis instead of glaucoma. 


Facial Injuries 
By WAYNE SLAUGHTER, M.D. 
[Clin. Med., Aug. 1943, p. 215] 

Do not use absorbable sutures in repair 
of face wounds or incisions as the act of 
absorption causes too much scar tissue re- 
action. Employ pressure to arrest bleeding; 
a few minutes will check most of it. Those 
still bleeding can be tied off with fine white 
silk or cotton and cutting the sutures close 
to the knot. 


Do not apply disinfectant to a fresh wound 
of the face. If a number of hours are to 


elapse before suturing, sulfanilamide crystals 


Halsted’s intradermic or subcuticular suture, em- 
ployed when especially fine scar is desired. 


I. Needle introduced 0.5 cm. beyond one angle 
of wound and brought out at end. Needle engages 
corium at points 0.5 cm. apart, until wound. is 
traversed. Suture then brought out 2 or 3 cm. be- 
yond angle of wound, needle being kept close to 
skin and at the same level on both sides. 

Il. Double suture. A. a deep suture. A. b, super- 
ficial suture. B. suture tied. c cl, superficial suture 
brought out on skin surface every 2 or 3 cm. to 
facilitate its subsequent removal. (Samuel Fomon.) 
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may be sprinkled into the wound. 


Diagnose fractures of the nose, facial bones 
and jaws and treat before suturing. 


Cleanse the wound with any standard 
toilet soap and sterile water. The operator 
must be properly masked, gowned ‘and 
gloved (or well scrubbed hands). 

Do not suture tissues under tension. This 
is avoided by figure of eight sutures for full 
thickness lacerations of the lips and inter- 
rupted sutures with the knot in the depend- 
ent portion of the wound for lacerations else- 
where on the face. 


> 


The only principles that can endure 
over long periods are those that are 
founded in the greatest amount of basic 
integrity.—_MANLy P. Hat. 


> 


Practical Points on Pyruia in 
Childhood 
By HENRY F. HELMHOLZ, M.D. 
[Clin. Med. Feb. 1944, p. 35] 

Urinary tract infections in infants are as 
common in boys as in girls. They have been 
found as early as the first week of life. In 
the diaper age, such infections are more com- 
mon in girls. In adolescence, the incidence 
is the same. 


Local symptoms: Often there are no local 
symptoms. General symptoms: 1. Fever, 2. 
pallor, and often 3. chill. 


Catheterization in home or office: Pus in 
an uncatheterized specimen does not mean 
pyuria. Catheterization, or the preliminary 
cleansing of the vulva with soap and water 
by the mother, should be done before urina- 
tion to procure a pure specimen. 


A catheter may be boiled in a pan, the 
external urethral meatus cleansed with a mild 
antiseptic and the catheter inserted. A speci- 
men is saved and then 3 drops are allowed 
to fall into a test tube containing agar (agar 
is melted by placing the test tube in hot 
water then the agar is allowed to cool to body 
temperature which can be determined by 
feeling the tube). The agar-containing test 
tube is carried in the vest pocket for 24 hours 
or incubated for that period of time. Colonies 
are then looked for. 

Sulfonamides cure most genito-urinary in- 
fections, except streptococcus fecalis infec- 
tions which requires mandelic acid. Lesions 
of the bladder or kidney are responsible for 


failure of pyuria to clear up under proper 
treatment. 
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A Low Carbohydrate Diet 
for Angina 
By BENJAMIN P. SANDLER, M.D. 
[Clin. Med., Aug. 1943, p. 211] 

The anginal syndrome may be due to a 
disturbance in carbohydrate metabolism. 
Symptoms may be prevented by a low carbo- 
hydrate diet, regardless of hypertension or 
electrocardiographic changes. 

Most of such patients show a fall to abso- 
lute hypoglycemia within 2 to 4 hours after 
a glucose solution or after eating a high 
carbohydrate meal. The anginal attack co- 
incides with the spontaneous lowering of 
blood sugar. This fact explains why attacks 
occur 2 to 4 hours after eating and during 
sleep. In some cases, hypertension was def- 
initely lowered. 

Diet: Clinical Medicine offered to send 
copies of Dr. Sandler's diet sheet to physicians 
who wished them. Many physicians wrote in 
for such sheets for distribution to patients. 
A few copies are still available. 


Roentgen Examination of 
Head Injuries 
By E. L. JENKINSON, M.D. 
[Clin. Med., Sept. 1943, p. 245] 

As treatment of the brain injury must 
come first, immediate treatment of head in- 
juries rarely requires roentgen examination. 

The roentgen examination should be post- 
poned until definite clinical improvement 
appears, at which time a thorough and care- 
ful examination can be carried out without 
injury to the patient. 

Three conditions warrant surgical inter- 
vention following head injuries: (1) middle 
meningeal artery hemorrhage, (2) subdural 
hematomas, and (3) depressed skull fractures 
with localized signs and symptoms of cerebral 
irritation. 

Linear fractures of the skull must be dif- 
ferentiated from the normal markings of the 
cranium produced by sutures and meningeal 
arteries and venous channels. Linear frac- 
tures are usually blacker, have a sharper out- 
line and rarely divide. 


Bronchial Asthma: Clinical 
Considerations 
By LEO H. CRIEP, M.D. 
[Clin. Med., Oct. 1943, p. 268] 

Every asthmatic patient must have a com- 
plete examination, preferably including a 
chest x-ray, to rule out tuberculosis, other 
lung conditions and cardiac abnormalities. 

Nocturnal dyspnea, associated with wheez- 
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ing in patients over fifty, should always make 
one suspicious of heart disease. The most 
frequent causes of cardiac asthma are hyper. 
tension, luetic aortitis and coronary disease. 

Bronchial asthma is frequently preceeded 
in infants and children by an unexplainable 
persistent cough. Such attacks may be ac. 
companied with bronchitis and fever (ofien 
misdiagnosed as “pneumonia”) but disappear 
in a day or two and are relieved by ephedrine 
and eniephrine. 

Drug allergy may be a cause of asthma. 

Chronic bronchitis and bronchiectasis may 
follow long standing untreated bronchial 
asthma in children. 

Every asthmatic patient, and especially 
those under thirty five years of age, should 
be given a thorough allergic survey. 


Early Laminectomy for Spinal 
Cord Injury 
By FOSTER KENNEDY, M_D., et al. 
[Clin. Med., Sept. 1948, p. 243] 

At present, most neurosurgeons are exces. 

sively conservative in the treatment of spinal 
cord injury. In several cases, severe injury 
to the cord had been sustained yet operation 
contributed a great deal to recovery in these 
cases. 
It is impossible to determine by neurologic 
examination, at the time of accident, whether 
the cord has been completely severed or 
whether function has been interrupted by 
pressure. 

Fracture of the lamina may occur without 
x-ray evidence, and spicules of bone may be 
pressing on the cord without giving any 
roentgenographic evidence. 

In the presence of manometric block, lami- 
nectomy should always be carried out, re- 
gardless of whether or not it is felt that the 
cord injury is complete. 

Diagnostic laminectomy has a lower mor- 
tality rate than exploratory laparotomy 
Operation should be carried out early. 


Summer Asthenia and Addison's 
Disease 


By DR. EDUARDO COKE 
{Clin. Med., Sept. 1943, p. 240) 

People who spend summer at the seaside 
or sunbathing often present a skin pigmenta- 
tion, weakness and adynamia that impresses 
the physician as a case of incipient Addison's 
disease (hypoadrenia). 

In warm climates, persons who are on a 
vegetable diet may become pigmented due 
to a deficiency of vitamin C (ascorbic acid). 
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This pigmentation in persons exposed to the 
sun, is very similar to that seen in patients 
witn Addison's disease. Both originate from 
the intermediary products of melanic metabo- 
lism. 

During warm weather there is a hypofunc- 
tion of the thyroid gland that may result in 
marked weakness. During summer, the in- 
creased loss of sodium chloride (salt) may 
not be made up for by increased activity of 
the adrenal cortex. 


Summary: The syndrome of summer weak- 
ness and pigmentation is not primarily an 
adrenal deficiency but a derangement of the 
thyroid gland and vitamin C (ascorbic acid) 
mechanism. The adrenal gland is of second- 
ary importance. Treatment: Thyroid ex- 
tract and ascorbic acid. 


Simple Resuscitation of the 
Newborn 
By RALPH L. GORRELL, M.D. 
[Clin. Med., Oct. 1943, p. 264] 

The newborn infant undergoes this rou- 
tine: Soft gauze is used to mop mucous out 
of the mouth and from the nose; a soft, infant 
size catheter is gently inserted into the throat 


Simpie oxygen mask made by cutting off the tip 
of a Hygea type nipple and attaching a rubber. tube 
to an oxygen tank. 


(a) Our method of aspirating from the throat. 
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and mouth while suction is being made on 
the open end of a catheter which is held in 
the physician’s mouth. After all obstructing 
material has been removed from throat and 
nose, alpha-lobelin (Lobelin Bischoff) is given 
inte a vein of the umbilical cord, just as 
one would give any intravenous injection 
Y%» gr. (the contents of one 1 cc. ampoule), 
the infant dose is injected, and respiratory 
movements usually appear within 30 seconds. 

Oxygen may be given through a simple 
face mask. 


Cold in Surgery and Therapy 
By FREDERICK M. ALLEN, M.D. 
[Clin. Med., Oct. 1943, p. 266] 

Amputation of limbs: Diabetic or arterio- 
sclerotic gangrene of an extremity can be 
treated with a proximal tourniquet and cold; 
such limbs are not frozen but reduced to 
temperatures slightly above freezing. Such 
cold controls infection, pain, and fever. 


Embolism of an extremity: The applica- 
tion of cold and a tourniquet will extend for 
a number of hours the time during which an 
embolus may be removed surgically. 


Trauma, particularly of the limbs, consti- 
tutes an important field. Pain, infection and 
tissue devitalization are arrested. 


Shock: Cold applied to the injured area 
prevents or alleviates shock. The former 
method of applying heat to patients in shock 
is injurious. 

Local anesthesia: Incision of a felon or 
other operation on a finger or toe may be 
performed after tying a rubber band around 
the finger or toe and inserting the part into 
ice-water for 20 to 30 minutes. 


Burns may be treated with cold without a 
tourniquet. 


(b) DeLee’s method of introducing the laryngeal 


catheter. (c) Technic of bending the top of the open-end catheter forward into the larynx. 








Showing the line of cauterization along the edge 
of inferior turbinate; dotted lines indicate further 
cauterizations if turbinate is very large. 


Skull Fractures and Brain Injuries 
By HARRY E. MOCK, MLD. 
[Clin. Med., Aug. 1943, p. 215] 


The type of early management rendered 
spells life or death for brain injury victims. 


Absolute rest: Do not suture wounds, re- 
duce fractures or carry out other procedures 
on patients who are in shock or are un- 
conscious. 


Every head injury patient who is brought 
to the hospital unconscious (or who has been 
unconscious) must be taken directly from 
the auto or ambulance to a hospital bed. 
No x-rays. 


Pulse, respiration and blood pressure 
should be checked (and written down) every 
hour, or oftener. Fever climbing above 
102° F., especially in the adult, indicates 
pressure on the heat center which should be 
relieved by spinal puncture. 

Don’t give morphine if respiratory depres- 
sion is present. Always give oxygen to the 
unconscious patient. 

Don’t dehydrate the patients too much; 


don’t order intravenous glucose frequently 
for days on end. 


Spinal drainage, when indicated, is life 
saving; to be life saving it must be done 
early and not as a last resort; an average of 
40 cc. is removed. 


About ten percent of head injury patients 
should be operated upon, for depressed frac- 


ture and for hemorrhage, either extra- or 
intradurally. 
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Chronic Nasal Obstruction: 
Cauterization of Turbinates 
By RALPH L. GORRELL, M.D. 
[Clia. Med., July 1943, p. 185] 
The patient who has a chronic nasal ob. 









































struction usually requires (1) allergic study “I 
or (2) surgical removal of the obstructing such 
tissue. If an otolaryngologist, who is mindful J denc 
of allergic processes, is available the patient J “fun 
should be referred to him. furtl 
Permanently enlarged turbinates may be jp '° 
treated by cauterization of the turbinates or § 4" 
by injection of a sclerosing solution. W 
Technic: After cocaine-adrenalin anes- sb 
thesia of the nose, the simple nasal cautery 7 
is used along the edge of the turbinate. ba P 
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Cauterization of lower turbinate. 











Postoperative Abdominal 
Distention 
[{Clin. Med., June 1943, p. 171] 

The diagnosis of postoperative abdominal 
distention must be such as to rule out an 
intestinal obstruction. Simple x-ray examina- 
tion of the abdomen permits a correct diag- 
nosis (a flat plate may be taken without 


moving the patient from bed). The findings 
are: 

































































Mechanical Obstruction =: 


1. Continuous distention 


to the point of obstruc- 
tion. 


2. Loops few and large. 


3. Occurs only occasion- 
ally. 


4. May be symptom- 
less or may have “gas 
pains’; if strangulated, 
will show no x-ray 
signs. 


5. Dynamic bowel ap- 
pearance. 


Paralytic Ileus 


1. Scattered loops “of 
distended bowel. 


2. Many small loops of 
bowel. 


3. Found after 75 per- 
cent of abdominal op- 
erations. 


4. Appears on first post- 
operative day; lasts $3 
days. 


5. Adynamic bowel p- 
pearance. 


—J. Levin, M.D., in S.G.0., Oct., 1942. 
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Psychosomatic Aspects of 
General Practice 
By EDWARD WEISS, M.D. 
[Clin. Med. Nov. 1943, p. 292] 

“The damn neurotics”: Quite commonly 
such patients are told that there is no evi- 
dence of organic disease, that the trouble is 
“functional” and they are dismissed without 
further attention only to land eventually in 
the care of some irregular practitioner or 
quack healer. 

Worse than that, the physician sometimes 
takes the attitude that the illness is imagi- 
nary or that the patient is malingering, or 
he may assume in some vague way that the 
patient is deliberately responsible for the 
illness, refers to him as a “damn neurotic” 
and gives him the kind of care that goes with 
such a characterization. 

The patient maybe told that the physician 
does not think that anything is the matter, 
but suspicion is cast upon some organ or 
system which needs watching and care. Some 
pathologic curiosity may be found, which 
has no relation to the patient’s health (such 
as healed primary tuberculosis of the lungs, 
slight deviations of the nasal septum), in- 
tensive surgical or medical treatment is begun 
and the patient’s neurotic condition is in- 
tensified. 

Neurosis has its own distinctive features 
to be discovered by a study of the emotional 
life. Neurosis should not be diagnosed by 
exclusion after thorough study has ruled out 
organic disease. 


Endocrine Gynecology 


By KARL JOHN KARNAKY, M.D. 
[Clin. Med., Nov. 1943, p. 285] 

Action of the estrogens: Estrogens (Pro- 
gynon-B, Theelin, stilbestrol, estradiol) cause: 
(1) growth of tubes, uterus, endometrium, 
cervix, vaginal mucosa, mammary duct sys- 
tem, and secondary sex characteristis; (2) in- 
activates the pituitary hormone; (3) produces 
a temporary atrophy of the ovaries (thus in- 
dicating caution in their use in younger 
women and girls; this is the rationale for 
its use in the treatment of cystic ovaries); 
and (4) a distinct sedative action. 

Clinical indications: (1) Menopausal and 
castration vasomotor symptoms; (2) senile 
vaginitis and the vulvo-vaginitis of infants 
and children; (3) amenorrhea, secondary and 
primary; (4) inhibition of lactation; (5) 
uterin bleeding; (6) threatened and habitual 
abortion, and premature labor; and (7) some 
cases of placenta previa and premature sepa- 
ration of the placenta. 

Suggested uses of stilbestrol (diethylstilbes- 
trol): Senile vaginitis, secondary and primary 
amenorrhea, hypomenorrhea, hypoplasia of 
uterus, pains of endometriosis, dysmenorrhea, 
vulvovaginitis, menopaus, menstrual migraine, 
functional uterin bleeding, menorrhagia and 
metrorhagia, postpartum hemorrhage, pain- 
ful engorgement of breasts, missed abortion, 
uterin inertia with bleeding, threatened abor- 
tion, toxemia of pregnancy, incomplete abor- 
tion with bleeding, habitual abortion, non- 
patent tubes, as a test for pregnancy, nausea 


STILBESTROL OR PROGYNON-8B 
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MENOPAUSE 


Author’s hypothesis of the cause of menstruation. The irregular bleeding of oligomenorrhea is shown, 
as well as the amenorrhea of pregnancy and during estrogenic therapy with stilbestrol or Progynon B. 
It is seen that bleeding takes place only at the bleeding level, and that no bleeding occurs if the patient's 
level of estrogen is more or less that of the bleeding level. 
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of pregnancy, persistent serosanguinous se- 
cretion following delivery, to prevent abor- 
tion following operation during pregnancy, 
cystic ovaries, sterility of unknown cause. 

Conclusion: Normal ovaries, normal men- 
struation; abnormal ovaries, abnormal men- 
struation. This is 98 percent correct regard- 
less of the size, position, shape or contents 
of the uterus. 


New Therapy of Common Skin 
Diseases 
By C. S. WRIGHT, M.D. 


[Clin. Med., Jan. 1944, p. 11] 
RINGWORM 


The acute stage is treated by incising 
lesions and letting the infected fluid drain 
out (to prevent development of “id” or 
allergic lesions elsewhere on the body and 
especially on the hands). Potassium perman- 
ganate soaks or baths of 1-4000 dilution are 
used during the acute stage. 

Chronic ringwerm is treated with a strong 
desquamating ointment, using up to 50 per- 
cent salicylic acid, such as: 

Lanolin 

Salicylic acid ‘aa 

SCABIES 


This is the third most common skin disease 
and should be thought of first in all patients 
who complain of generalized pruritis. It is 
readily cured by U.S.P sulfur ointment, ex- 
cept in those patients with sulfur sensitivity. 
Benzyl benzoate when applied after a bath, 
rubbed over the entire body, except face, and 
allowed to remain for 24 hours will frequently 
cure scabies. Pruritis stops almost at once. 


EcZEMA 


Nummular eczema appears on the forearm 
as coinshaped lesions, which weep at first 
and then become thickened and scaly. Treat- 
ment: Silver nitrate in 14 to 1 percent com- 
presses during acute stage, followed later by 
5 percent crude coal tar in chloroform; vita- 
min A is given in large doses by mouth. It 
must be differentiated from atopic dermatitis, 
which appears in the infant. 


Eczema on the cheeks of an infant is often 
atopic, and is incurable like hayfever. If 
seborrheic or caused by external contact, 
(learn which substance is causative by using 
a simple patch test). 


Any simple treatment, such as 1 percent 
tar ointment or boric acid salve will cure 
after removal of the irritating substance re- 
sponsible for the comtact dermatitis. 
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FACIAL ERUPTIONS 
Fly spray may cause an eruption on the 
face. 
Seborrheic dermatitis spreads from the 
scalp; it is not curable. The scalp should 
be attacked with sulfur or U.S.P. crude oil. 


Impetigo is often cured in 5 days by local 
applications of sulfathiazole. If strong mer- 
curial applications are made, a dermatitis 
often results. 

Herpes zoster is somewhat improved by 
the injection of 150 mg of thiamin (vitamin 
Bi) intravenously or intramuscularly. The 
intravenous injection of 30 gr. of sodium 
iodide twice weekly is of value in painful 
cases. 

Dermatitis herpetiformis is much _im- 
proved by sulfadiazine given orally. 


GENERALIZED ERUPTIONS 


Chronic urticaria (hives) is based on nerv- 
vous instability. Histaminase relieves a num- 
ber of patients, especially if the wheals ap- 
pear following cold or other physical cause. 
Chronic hives in children often respond to 
parathyroid injections. 

Psoriasis is of frequent occurrence (1 out 
of each 18 patients with skin disease). If such 
patients can be hospitalized, they may be 
cleared up by the Mayo Clinic routine of 
crude coal tar applied at night and strong 
ultra-violet or sunlight the next day. A few 
patients are premanently cured by this treat- 
ment. An occasional case responds to mas- 
sive doses of vitamin D (not considered a 
safe treatment). 


Relaxation Therapy for 
Asthmatics 
By F. S. SVEVO 

[Clin. Med., Dec. 1943, p. 324] 

Relaxation therapy in asthma builds up 
a proper control of the muscles involved. 

The asthmatic patient tends to inhale more 
air than he can hold because his lungs con- 
tain too much air already and therefore over- 
expanded they lack normal elasticity. He 
should think of exhalation first. This is best 
accomplished by having him sigh 15 to 20 
times a day, in various positions (sitting, 
standing and reclining). 

When he feels an attack coming on, he 
should not begin to inhale deeply but should 
begin his sighing exercises. He should be 
made to realize through repeated explana- 
tion that rational expiration leads to auto- 
matic inspiration. 
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_ Lower Half Headache 
[Clin. Med., Aug. 1943, p. 222] 

Many patients who are diagnosed as hav- 
ing sinusitis, eye strain and other special 
sense disorders are suffering from lower half 
headache. Pain and tenderness over the 
frontal sinuses, neck muscles, upper jaw, 
earache, pain in the throat and deep eye pain, 
are entirely relieved by the application of 
cocaine directly to the sphenopalatine gan- 
glion. Histamine diphosphate, in gradually 
gocreasing size doses given subcutaneously, 
is effective in some cases. The pain is almost 
always unilateral, tends to last for hours or 
days without relief at night, and to appear 
and disappear without apparent reason.— 
M. Girtinc, M.D., in Northw. Med., Dec., 
1942. 
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Innervation of the lateral wall of the nose, show- 
ing the turbinates and (1) the sphenopalatine gang- 
lion, (2) the posterior palatine nerve, (3) middle 
palatine nerve, (4, 5) nasopalatine nerve (6) lateral 
nasal nerve and (7) the anterior palatine nerve. 
(From Logan Turner.) 


An Enzyme Mixture for 
Dissolving Slough 
By S. T. GLASSER, M.D. 
[Clin. Med., Oct. 1943, p. 271] 

An enzyme mixture for dissolving slough 
consists of papaine, tritehanolamine, oleic 
and stearic acids, and mineral oil. 

The mixture is employed as a wet dressing, 
protected by an impervious covering (oiled 
silk, cellophane). A small amount of water 
is added to the mixture (only at the time of 


application) and thoroughly stirred until of 
cream like consistency. 


Application of cocaine to the sphenopalatine 
ganglion through the nasal cavity: The ganglion lies 
Y% cm. behind and above the posterior end of the 
middle turbinate attachment; (1) the ganglion; (2) 
wire applicator placed under the posterior part of 
the middle turbinate to touch the area of the 
sphenopalatine foramen. 


Sulfathiazole in Glycerine 
By EDWARD H. WOOD, MLB., F.A.CS. 


[Clin. Med., Sept. 1943 p. 231] 

Thirty percent sulfathiazole in glycerine 
is prepared by mixing the two ingredients 
in a clean mortar and pestle. A smooth cream 
results which is put into a clean jar. There is 
no apparent need to sterilize the mixture. 
It is chemically stable, is easily made and 
has a wide range of usefulness. It stands ex- 
tremes of temperature well. No local tissue 
reaction appears, except in cases of derma- 
titis and varicose ulcer. In such cases, a five 
percent mixture is used at the start. 


This cream may be used in minor surgery 


and accidents (soap and water cleansing, 
dried with sterile gauze, the cream is rubbed 
into the wound and over the surrounding 
skin, debridement or other removal of dam- 
aged tissue follows, the cream is again 
swabbed into the wound and interrupted 
sutures used without drainage). 


“General surgery: Before closure, the va- 
rious layers of the incision are gently rubbed 
with the cream. For many years, we have 
tied our stay sutures over a wooden spatula 
or tongue depressor, which has been cut to 
fit and placed over the wound. This acts as 
a splint to the healing wound. 


Other uses of the mixture: Leucorrhea, 
burns, osteomyelitis, tonsillectomy, pre-opera- 
tive skin preparation and compound fractures. 
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Hypothyroidism 
Discussion 
By L. M. HURXTHAL, M.D. 
[Clin. Med., Jan. 1944, p. 13] 

These symptoms should make one sus- 
picious of hypothyroidism: 

1. Mental sluggishness and sleepiness. 

2. Sensitivity to cold. 

3. Dry skin; absent or decreased perspira- 

tion. 

4. Menorrhagia (occasionally). 

Definite signs of hypothyroidism are: 

1. Puffiness below and laterally to eyes; 
stupid look (if advanced myxedema) . 

2. Dry hair; does not take permanent wave 
well; hair is brittle, fine, often thin. 

3. Skin is dry, may be scaly. 

4. Slow pulse. 

5. Sluggish reflexes; 
sluggishly. 


answers questions 


Discussion 
By E. L. SEVRINGHAUS, M.D. 

These symptoms should make one suspi- 
cious of hypothyroidism: Sleepiness during 
the day, dryness of the skin, constipation, 
sensitivity to cold and apathy. 

These are definite signs: Dry exfoliative 
dermatitis of the scalp, exfoliative and almost 
icthyoid changes on the skin most marked 


over the elbows and knees, slow pulse, pallor, 


Facial appearance of person with hypothryroidism. 
Many hypothyroid patients appear perfectly normal, 
especially when true myxedema is not present. 


Markedly hypothyroid child, left, as contrasted fo a normal child. 
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The appearance of the hand in hypothyroidism. 


hypochromic anemia, protuberant abdomen, 
slow response to questions and sluggish re- 
flexes. 


Discussion 
By P. C. JEANS, M.D. 


Definite signs of hypothyroidism are: (1) 
in children, retarded growth as shown by 
roentgenograms and (2) a low basal metabolic 
rate in the absence of obesity. Obesity causes 
a falsely low metabolic rate. 


Gynecologic Standpoint 
By WILLIS E. BROWN, M.D. 


The diagnostic features can be grouped 
into six general categories: 

(1) Disturbances in metabolism: These 
patients may be fat or thin, but show dis- 
turbance beyond the normal for their de- 
velopment; 

(2) Disturbances in the cardiovascular 
system: Bradycardia and hypotension are the 
most common, but a tachycardia and pulse 
irregularities are not uncommon (dermato- 
graphia is very common in this latter group). 

(3) Gastrointestinal disturbances may take 
any of several forms, although constipation 
and spastic colon are the most common. 
Diarrhea is not too infrequent. 

(4) Neuromuscular changes: extreme 
fatigue or irritability. Mental sluggishness 
does not appear in mild hypothyroidism, as 
it is the picture of myxedema. Drowsiness, 
especially in the morning but persisting 
throughout the day, is very common. 

(5) Heat regulation is commonly disturbed 
and patients usually show decreased sweating 


and dry skin. They cannot tolerate cold. 
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Morning rectal temperatures are usually low. 

(6) Disturbance in reproduction may take 
the form of sterility, abortion, or any of the 
several forms of menstrual abnormalities 
(amenorrhea, polymenorrhea, hypermenor- 
rhea and menorrhagia). 

The diagnosis of hypothyroidism, as sepa- 
rated from myxedema, is a clinical and not a 
laboratory one. The basal metabolic rate, 
blood cholesterol examination and the re- 
sponse of the cholesterol to thyroid therapy 
are useful laboratory tests to aid in estimat- 
ing the degree of hypothyroidism and con- 
firming your clinical diagnosis. 


Roentgenologic Aspects 
By LEO G. RIGLER, M.D. 


Adult myxedema or hypothyroidism pro- 
duces, in most cases, an enlarged heart. The 
heart tends to have a somewhat globular 
shape and shows an unusually marked en- 
largement to the right as compared with the 
left. The pulsations are reduced and the 
heart is somewhat flabby in appearance. One 
of its striking manifestations is its remark- 
able reduction is size in response to thyroid 
therapy. 

IN THE CHILD 

In hypothyroidism in children or in cre- 
tinism, there is a marked delay in the de- 
velopment of bony ossification centers. This 
manifests itself in the examination of the 
wrists particularly but also of the other joint 
areas where ossification centers occur, and it 
will be found that in comparison with the 
normal, the appearance of the ossific centers 
is markedly delayed. Sometimes there is en- 
largment of the skull and some enlargment 
of the sella turcica. 


Symptoms of Hypothyroidism 
By JAMES H. HUTTON, MLD. 
[Clin. Med., Jan. 1944, p. 13] 

There is loss of memory and concentration, 
and physical retardation. Pains along the 
nerves and in the joints are often mistaken 
for arthritis or neuritis and severe cases have 
been diagnosed as tabes. 

The patient is sensitive to cold weather 
and enjoys hot weather. Gastrointestinal 
symptoms: Constipation or those suggesting 
ulcer or gallbladder disease. Any patient 
whose symptoms are such that x-ray of the 
gallbladder or intestinal tract is suggested 
should first have hypothyroidism ruled out. 

Enuresis may be due to hypothyroidism. 

Physical and Laboratory Signs: The skin 
is dry and the hair and nails are brittle. 
The obesity is generally distributed with 
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padding on the dorsum of the feet and hands 
and cuffing about the wrists and ankles. 
The outer third of the eyebrows are thinned 
out. The pulse is slow. 


The finding of a low basal metabolism 
rate does not exclude hypopituitarism, and 
occasionally, hypoadrenia. — 

Differential Diagnosis: Unless physical 
signs and symptoms are found, a low rate 
eften means hypopituitarism. A person with 
hypopituitarism is less sensitive to tempera- 
ture. The victim of hypoadrenia is sensitive 
to both heat and cold. 

Therapeutic Test: The administration of 
thyroid extract will cause the hypothyroid 
person to feel better while the patient with 
hypoadrenia feels worse. An injection of 0.5 
cc. anterior pituitary extract will cause the 
hypopituitary patient to feel better and re- 
lieves many of the symptoms, often within 
an hour of the injection. 


a 


I would rather be able to appreciate 
things I cannot have than to have things 
I am not able to appreciate.—ELBERT 
HUBBARD. 
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Progress of Biliary Tract 
Physiology and Cholecystography 
By HOWARD CURL, M.D. 

[Clin. Med., Jan. 1944, p. 1] 

It is important to remember that in the 
early embryo there is no gall bladder or 
cystic duct, the extrahepatic bile ducts ex- 
tending directly from liver to duodenum. 
Later these structures develop as a diverticu- 
lum and as a diverticulum they remain, like 
the appendix, through life. Although the gall 
bladder has a specific and very important 
function to perform, it may be removed, like 
the vermiform appendix, without serious 
impairment of health. The only ingress and 
egress of bile is through the cystic duct. 


It is understood, of course, that bile is of 
complex composition and comes from many 
sources but insofar as oral cholecystography 
is concerned we start with the absorption of 
the opaque medium from the duodenal 
mucosa. It is carried to the liver through 
the portal circulation; is passed into the 
biliary radicles by a secretory pressure of 
from 200 to 300 mm. water pressure, and 
on into the main (hepatic and common) 
bile duct. A sustained contraction of the 
sphincter of Oddi, equivalent to 150 mm. 
water, prevents the bile from entering the 
duodenum but it can pass through the cystic 
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duct into the gall bladder against a pressure 
of only 50 to 70 mm. water. In the gall 
bladder, the fluid is rapidly removed by tile 
absorptive power of the mucosa. This does 
two things: It maintains the intraductal 
pressure at about 100 mm. water or less, and 
it reduces the volume of incoming bile to 
the extent that the gall bladder can, without 
over distention contain the entire liver out- 
put for a 24 hour period. At the end of 24 
hours, the normal gall bladder is filled with 
thick, tarry, mucinous concentrate of bile 
salts, pigment and mucin, if no fat has been 
eaten. 

The gall bladder, upon proper stimulation, 
is capable of self evacuation; developing a 
maximum contraction pressure of 250 mm. 
of water. As has been previously stated, fat 
is the only food which will bring about this 
evacuation. This is quite logical when we 
remember that the only proved function of 
bile is to aid in the digestion and absorption 
of fat. 

If the cystic duct is occluded, or if the 
gall bladder is filled with stasis bile to the 
point where it can no longer receive liver 
bile, it has become as effectively removed 
from the biliary system as if it had been re. 
moved by surgery. Fortunately for the pa- 
tient, essential if not entirely adequate com- 
pensation can be made by the dilatation of the 
bile ducts and the biliary radicles. It is im- 
perative that these facts be understood if 
we are to see and correct the failures in 
cholecystography. 


Give Fat BEFORE X-RAYING 


Reinforced fat feedings before cholecys- 
tography have resulted in much improved 
visualization. This procedure has been criti- 
cized on the basis that a bilary colic might 
be precipitated. In rebuttal, I would like 
to say that in any case giving a clear clinical 
history of biliary tract pathology, cholecys- 
tography is contra-indicated; and in the 
second place, roentgenologists have for years, 
after visualization of the gall bladder, rou- 
tinely given the motor meal to hasten the 
evacuation of the viscus. In thousands of 
these cases, biliary calculi have been present, 
frequently being observed only in the par- 
tially contracted organ. I have yet to hear 
of, or see in any published report, an in- 
stance of biliary colic having been precipi- 
tated by this procedure. Moreover, I am 
not sure but what fat, during a biliary colic, 
by relaxing the sphincter of Oddi and stimu- 
lating the gall bladder to contraction might 
not have much the same effect as pituitrin on 
an inert parturient uterus. 
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The Management of Acute 
Psychoses in General Practice 
By FRANCIS J. GERTY, M.D. 
[Clin. Med., Feb. 1944, p. 37] 


Group of Patients" 
|. Psychoneurotics 
2. Psychotic 
patients 
(a) “Primary” 
(b) Secondary to 


Treatment Needed 
Office treatment 


Institutional treatment 
Physical illness may bring 
it on [a it; should 
be trea in a general hos- 

acute psychoses pital preferably, as most 

during medical mental hospitals do not 
and surgical have facilities for medical 
conditions fol- and surgical treatment. 
lowing: head 

injuries, pelvic 

surgery, acute 

severe  infec- 

tions, deliv- 

eries, meno- 

pause, debili- 

tating illnesses, 

gynecologic 

causes. 


Patients should not be handled as purely 
psychiatric problems, in psychiatric institu- 
tions. This will be increasingly true as we 
learn more of the causes of mental illness. 

General paralysis (paresis) should be diag- 
nosed early, because fever treatments cure 
many of these patients if the diagnosis is 
made early. 


Don’t 
psychoses. 


forget: Sedatives may _ increase 
TREATMENTS 
Believe the patient’s story; ask about ex- 


periences from childhood on. What makes 


<Mercurochrome 
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the patient worry? Has poverty been a cause? 
Don’t attempt psychoanalysis. Often the pa- 
tient will cure himself by telling his story 
to a believing, interested listener. 

Many psychoses are of short duration and 
recover promptly. Don’t neglect either physi- 
cal or psychogenic causes of psychoses. 


Vaginal Antisepsis During Labor 
(No infections in 13,000 Normal Deliveries) 
By H. W. MAYES, M.D. 

[Clin. Med., Dec. 1943, p. 322] 

Puerperal sepsis is a preventable disease. 
Numerous pathogenic organisms are found 
in the vagina of the women in labor and at 
time of delivery. 

There have been no deaths from infection 
in the last 13,000 normal deliveries at this 
hospital. 

Technic: This has been used for 19 years. 
Instillations of 2% acqueous mercurochrome 
into the vaginal canal are begun as soon as 
possible after the onset of labor and repeated 
every 12 hours until delivery takes place. 
The acetone solution is sprayed or painted 
on the perineum and vulva. 


We like mercurochrome because it plates 
the tissues with an antiseptic solution which 
does not evaporate and if dried will go into 
solution again when moisture is applied. 
This is not true of some solutions which are 
instantaneous in their action and then are 
inert. 


Illustration indicating technic in vaginal antisepsis. 
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Significance of Blood in the Urine 
By HERMAN L. KRETSCHMER, M.D. 
Chicago, Illinois. 

[Clin. Med., Mar. 1944, p. 10] 

Blood in the urine always signifies serious 
organic disease. Do not give any medicine 
until a diagnosis has been made, as bleeding 
in the urine always stops and the patient, and 
too often his physician, has a false feeling 
of security. 

Essential hematuria is an incorrect phrase, 
as the great majority of patients with hema- 
turia have a definite organic cause: First, 
stone; second, tumor; third, tuberculosis; 
fourth, infection; or fifth, nephritis. On a 
few occasions, thorough diagnostic study does 
not reveal the cause of bleeding. In such 
cases, the patient may have passed a silent 
kidney stone or an acute colon bacillus in- 
fection may have caused bleeding, yet the 
infection has disappeared spontaneously be- 
fore the study is made. 

Generalized causes of hematuria are (1) 
infections, (2) poisons and (3) intoxications. 
Foci of infection may cause hematuria. High 
blood pressure may cause hematuria. Pur- 
pura results in hematuria. An enlarged pros- 
tate may cause hematuria. 


ROUTINE EXAMINATION 

If the patient gives a history of blood 
mixed all through the urine, it probably 
was of renal origin. If the blood appears 
in the last urine voided (or is found in the 
second glass of the 2 hour test), it is of blad- 
der trigone origin. Recent infections, espe- 
cially head infections in children, may affect 
the kidneys. One should ask about cough, 
as tuberculosis may be the cause. Especially 
ask about the previous passage of a stone. 

The physical examination is important. 
One may be able to palpate polycystic kid- 
neys, hydronephrosis and renal tumors. Rec- 
tal palpation should be carried out as one- 
fifth of patients with bladder neck obstruc- 
tion have cancer. Vaginal examination will 
indicate if the blood is coming from the 
cervix, as in menstruation, or will disclose 
cancer of the cervix or uterine fibroids. 
Examination of the mouth may show in- 
fected tonsils or teeth which are acting as 
a focus of infection. 

The diagnosis of polycystic kidney is a 
clinical one. There is often a family history 
of kidney disease and death. The clinical 
picture is that of nephritis. 


LABORATORY FINDINGS 
If the laboratory findings fit in with the 
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clinical picture, fine. If they do not, put 
them in the wastebasket. 

X-ray diagnosis of renal lesions may ‘e 
very deceptive. Intravenous urograms shou!d 
be checked by retrograde pyelograms, to 
avoid operating upon kidney “tumors” which 
aren't there. 


Vonedrine for Asthma 
By KURT GLASER, M.D. 
{Clin. Med., Mar. 1944, p. 63] 
Vonedrine (phenyl-propyl-methylamine hy- 
drochloride) possesses the same pressor action 
and toxicity that ephedrine does but does 
not stimulate the central nervous system as 
much. No undesirable symptoms appeared 
during its administration to a group of 
asthmatic patients. Observations on puise 
rate, weight, electrocardiogram, blood pres- 
sure and central nervous system revealed no 
change from the normal. It was equal, if not 
superior, to ephedrine from the standpoint 
of relieving asthmatic attacks. The Vonedrin 
was furnished by the Wm. S. Merrell Coin- 
pany. 


Gastric Ulcer Surgery 
By W. H. COLE, M.D. 
[Clin. Med., Mar. 1944, p. 68] 

Gastric surgery is performed for (a) in- 
tractable, (b) perforated, (c) bleeding, or (d) 
obstructive ulcers. 

Bleeding ulcers:. Hemorrhaging patients 
must be operated upon in the first two days; 
never delay the operation for many days as 
the outcome is frequently fatal. 

At least five blood transfusions of 500 cc. 
each may be needed to bring the blood count 
back to normal; an additional three trans- 
fusions may be needed to supply blood during 
and after the operation. 

It is the posterior penetrating ulcer that 
usually bleeds. A skilled surgeon is needed 
to get behind the duodenum or ligate the 
bleeding artery after opening the stomach. 

Perforation: One-fifth of perforated ulcer 
patients give no ulcer history. A perforated 
ulcer patient is not in shock, as pulse and 
blood pressure are normal. Hemorrhage, on 
the contrary, leaves the patient weak ana 
syncopic (“fainting’’), his pulse is 120 or 
faster and his blood pressure drops. 

Obstruction: Crampy pain indicates that 
an obstruction is developing. The pain of a 
complicated ulcer is severe. There is no 
medical cure for duodenal obstruction, and 
delay in operating makes a poorer surgical 
risk. 
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Rocky Mountain Spotted Fever 
(Tick Fever, Spotted Fever) 
By GEORGE E. BAKER, M.D. 
[Clin. Med., Feb. 1944, p. 24) __ 
Rocky Mountain Spotted Fever has been 
identified in 41 of the 48 states. 550 to 600 
cases are reported yearly. Every fifth indi- 


vidual will die (mortality rates vary from - 


18 to 28 percent). 

Tick fever is transmitted only by ticks. 

Clinical Manifestations: Following a rela- 
tively short incubation period, the prodromal 
symptoms appear with chill, frontal headache, 
aches and pains in the muscles, joints and 
back. 

24 to 48 hours later, an eruption appears 
on the wrists and ankles, then spreads rapidly 
to extremities, chest, abdomen and then the 
remainder of the body. Petechiae are the 
typical lesions, at first rose red and then 
later bluish red. A high fever appears within 
2 to $3 days (103 to 105° F.), which slowly 
disappears by lysis. 

Differential diagnosis: Typhys fever, the 
common infectious processes and ricketssial 
infections must be excluded. Diagnostic pro- 
cedures: Infection test, Weil-Felix aggluti- 
nation reaction and the protection or virus 
neutralization test. 

Tick vaccine gives definite protection 
against the disease. Treatment: Sympto- 
matic and supportive therapy is employed. 
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Neoarsphenamine therapy: 30. gm. of neoars- 
phenamine is dissolved in 10 cc. of a 1:1000 
aqueous solution of metaphen, and injected 
intravenously, at 3 or four day intervals, 
three to four injections usually being suf- 
ficient to ensure ultimate recovery. 

Typhus treatment: This combination was 
first begun because it gave encouraging re- 
sults in the treatment of typhus fever. 


The Rapid Treatment of 
Early Syphilis 

By EVAN W. THOMAS, M.D. 

[Clin. Med., Feb. 1944, p. 36] | 

Mapharsen (arsenoxide) is the safest ar- 
senical to use in the rapid treatment. The 
one dangerous complication is hemorrhagic 
encephalitis which occurs in 0.3 percent of 
cases. 

Over a period of 5 days, 1 gm. to 1.6 gm. 
is given intravenously, by the drip method 
or preferably by the multiple syringe method 
(4 separate injections are given each day). 
It is safer to give 3 injections weekly, plus 
one injection of a bismuth preparation 
weekly. The total dosage should not be above 
18 Gm. This procedure may be used by the 
general practitioner. 

This treatment is only advocated for pa- 
tients with early syphilis. 

A few resistant patients also need fever 
therapy, 


Petechial eruption, in tick fever, on the upper extremities. Extension is complete. The eruption 
remains discrete. Three attached wood ticks are present on the dorsum of the left hand. 
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The Diagnosis of Colonic Cancer 
By FRED W. RANKIN, M.D. 
Lexington, Kentucky. 

[Clin. Med., Mar. 1944, p. 70] 

The right and left halves of the colon 
differ, both in development and function: 


Development Function 


Right colon — Develops with 
small gut; has same func- 


Absorbing 
tion. 


Left colon — Develops from Storehouse 


hind gut. 


POLYPS OF THE COLON 


Polyps of the colon often become carcino- 
matous. When discovered during colonic 
x-ray study or sigmoidoscopy, they should be 
considered pre-cancerous and removed or 
destroyed. There is a strong familial tend- 
ency, and other members of the family should 
be studied for polyps. 


SYMPTOMS OF COLONIC CANCER 


Right half of colon: 1. Anemia. 
(absorbing; liquid | 2. Indigestion. — 
stream so no obstruc- 8. Accidental discovery 
tion). during routine x-ray. 


Left half colon: 
movement). 


(firm 1. Change in bowel 


habit. 

2. Obstruction in prac- 
tically all cases. 
3. Bleeding. 

Anemia is the leading symptom in 14 of 
right colonic patients. The patients are 
definitely pale, they tire easily and laboratory 
examination shows a definite secondary type 
of anemia. The x-ray is usually diagnostic 
in this type of cancer (it cannot often be 
palpated). 

Vague indigestion or dyspepsia not defi- 
nitely related to stomach function is fairly 
common in right half tumors. 

Left half cancers are obstructed to some de- 
gree in practically all cases, except those 
found accidentally. Change in bowel habit 
is an early symptom. 


Do not refer the patient with suspected 
large bowel neoplasm to the x-ray man until 
a rectal examination has been done (remem- 
bering to have the patient strain down so as 
to bring a high lying rectal growth down 
to the finger) and the sigmoidoscope used to 
see: (1) if there is a cancer; (2) to learn if 
obstruction is present; (3) to determine its 
location. Barium should never be given by 
mouth if a colonic tumor is suspected be- 
cause: (1) It is useless, as the colon is not 
outlined well unless the barium is given in 
concentrated form as an enema into a well 
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cleansed colon. (2) It is dangerous due to the 
possibility of a complete obstruction where 
the barium meets the narrowed bowel lumen. 


SURGICAL PROCEDURE 
The surgeon should see (1) that the bowel 
is well cleansed with laxatives and many 
enemas and (2) that a wide spread resection 
of the bowel, including surrounding tissues 
and lymph nodes is done. 


Right half colon cancers are preferably 
treated by a two-stage operation which per. 
mits the “by-passing” of fecal matter around 
the inflamed area until resection can be safely 
done. If an infected loop is mobilized, one 
takes chances with the infection. Peritonitis 
is produced by touching such infected tissue. 
If the loop of the bowel containing the tumor 
is freely movable, not inflamed and not fixed, 
a resection may be done at once. Fixation is 
often inflammatory, not a local extension of 
the tumor and should not contraindicate 
operation. 


Left hand colon may be treated by primary 
resection, or preferably by obstructive resec- 
tion, with the clamps left on. The resection 
may be accompanied by a cecostomy. 


Treatment of Ulcer 
By GEORGE B. EUSTERMAN, M.D. 
(Clin. Med., Feb. 1944, p. 34] 

The combination of calcium carbonate, 
magnesium oxide and magnesium triscilicate 
has been very effective. We have been using 
a modified Sippy technic from 7 a.m. to 7 
p.m., together with sedation, antispasmodic, 
avoidance of tobacco and mental tension. 
The patient must understand that 1 year or 
more of treatment will be necessary, after 
the 3 or 4 weeks of preliminary hospitali- 
zation. 

The patient’s confidence must be obtained 
by several talks. 

Medical therapy cures 85 percent of peptic 
ulcers. It must be remembered, when treating 
gastric ulcers, that gastric cancer is three times 
as frequent, as common gastric ulcer, and 
watch must be kept for the development of 
malignancy in such an ulcer. 


Diagnosis of Epiphysial Separation 
[Clin. Med., Feb. 1944, p. 50] 

A “sprain” in children and young adoles- 
cents may actually be a separation of the 
epiphysis. There is usually a distinct swell- 
ing of the bone close to the epiphysis; the 
neighboring joint is not affected. X-ray: The 
separation is visible on the x-ray film, if 
sufficient ossification has taken place. X-ray 
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is of less value in very young children or 
when the displacement is so slight that it 
cannot be seen (Christopher). 

Cause: Violence; occasionally from patho- 
logic changes of syphilis, rickets, scurvy, 
acute osteomyelitis or tuberculosis. 

Treatment: It is handled like a fracture. 
The broken epiphysis is worked back into 
place and a cast applied. 


Tenderness 
here 


No jont tenderness 


Diagrammatic representation of the location of 
tenderness and swelling in a case of epiphysial 
separation at the wrist. The tenderness is not at the 
point (junction wrist), but back at the epiphysial 
line, and is usually accompanied by swelling. 


Wrong Use of Folliculine 
(Estradiol, Feminine Hormone) 
By DR. EDUARDO CRUZ COKE 
[Clin. Med., Mar. 1944, p. 71] 
Folliculine (Theelin, female sex hormone, 
estrogenic hormone) is indiscriminately used. 
It is only one of the factors involved in the 
mechanism of menstruation. Amenorrhea is 
not always a sign of female hormone defi- 
ciency. 
Drugs like Prostigmin and Yohimbin cause 
a vascular action in the uterus which pre- 
cipitates the menstrual phenomenon. This 
cannot be produced even with an artificial 
increase of the blood concentration of fol- 
liculine already present at a normal level. 


Ascorbic acid must also be present in nor- 
mal concentration for the appearance of the 
menses. 


In women older than 35 or 40 years, the 
use of estrogenic hormone, when indicated, 
is not dangerous but in girls or young women, 
it produces an inhibition of the pituitary’s 
anterior lobe and thus of the future secretion 
of folliculine. Many physicians have sterilized 
their patients by means of this apparently 
harmless treatment, because of the premature 
inhibition of the stimulus for the normal 
production of folliculine. 


Experimentally, it has been shown that 
injections of estrogenic hormone cause 
atrophy of the ovaries. 
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Signs and Symptoms of Nutritional 
Deficiency 
By N. S. DAVIS, II, M.D. 
[Clin. Med., Apr. 1944, p. 90] 

The signs and symptoms of nutritional de- 
ficiency, as listed by the medical subcommit- 
tee on Medical Nutrition of the National 
Research Council, are: 

SYMPTOMS 
Lack of appetite. 
Lassitude and chronic fatigue. 
Loss of weight. 
Lack of mental application. 
Loss of strength. 
History of sore mouth or tongue. 
Nervousness and irritability. 
Chronic diarrhea. 
Burning, prickling of skin, paresthesiae. 
Night blindness. 
Abnormal intolerance of light, photo- 
phobia. 
Burning or itching eyes. 
Abnormal discharge of tears, lacrimation. 
Muscle and joint pains, muscle cramps. 
Sore bleeding gums. , 
Tendency to bleed. 

To these symptoms might well be added 
abnormal nasal discharge, cavities in the teeth 
and chronic constipation. 

PHYSICAL SIGNS 

Nasolabial sebaceous plugs. 

. Sores at corners of mouth, cheilosis. 
Vincent’s angina. 
Minimal changes in tongue color or tex- 
ture. 
Red swollen lingual papillae. 
Glossitis. 
Papillary atrophy of the tongue. 

. Stomatitis. 
Spongy bleeding gums. 
Muscle tenderness (extremities). 
Poor muscle tone. 
Loss of vibratory sensation. 
Increase or decrease of tendon reflexes. 
Hyperesthesia of the skin. 
Bilateral symmetrical dermatitis. 
Purpura. 
Dermatitis; facial butterfly, 
perineal, scrotal, vulval. 
Thickening and pigmentation of the skin 
over bony prominences. 
Nonspecific vaginitis. 
Follicular hyperkeratosis of 
surfaces of the extremities. 
Rachitic chest deformity. 
Anemia not responding to iron. 
Fatigue of accommodation. 
Vascularization of the cornea. 
Conjunctival changes. 


necklace, 


extensor 
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The Significance of 
Breathlessness 
By LIONEL BERK, M.D. 
[Clin. Med., May 1944, p. 113] 
Dyspnea is difficult, painful, bad or dis- 
ordered breathing, or breathing associated 
with effort. This definition allows an ob- 
jective as well as a subjective evaluation. 
Types of 
dyspnea 
1. Functional 


Cause, Significance 


. Respiration is stimulated by 
higher centers in brain; 
dyspnea occurs at rest. Res- 
pirations are rapid, shallow, 
irregular in rate and rhythm. 
Sighing, gasping breath, 
“suffocation” and complaints 
about not being able to get 
enough air into the chest. 
anxiety neuroses, hysteria 
and effort syndrome are 
common causes. 








2. Chemical . Acidosis: Increase in depth 
of breathing, no rate change, 
resulting in “air hunger” as 
seen in diabetic ketosis, renal 
failure, emphysema with 
pneumoconiosis, poisoning 
with acids. 


. Occurs when breathing is 
stimulated by reflexes arising 
chiefly in the lung. Cardiac 
failure, i.e. left sided cardiac 
failure causes pulmonary con- 
gestion and consequent stim- 
ulation of respiration. Pul- 
monary congestion and ate- 
lectasis, and pneumonia cause 
reflex dyspnea. 








Dyspnea is a cardinal feature of left sided 
heart failure; it bears no relation to general 
congestion, with distended neck veins, en- 
larged liver, and edema, which latter signs 
appear when the right side of the heart fails. 

Anemia produces dyspnea because of lack 
of oxygen. 


A Skin Test for Poliomyelitis 
By E. C. ROSENOW, M.D. 


[Clin. Med., June 1944, p. 152] 

The test consists of the intradermal injec- 
tion of 0.03 cc. of a 10 percent solution of 
the euglobin fraction of the serum of horses 
that have been immunized to the strepto- 
coccus of poliomyelitis, and as a control the 
euglobin fraction of the serum of horses im- 
munized from streptoccoccal diseases other 
than poliomyelitis. 

A positive reaction consists of erythema and 
edema which begin almost immediately after 
the injection and reach a maximum in 5 to 
10 minutes, then begins to disappear at the 
periphery and usually disappears in 30 to 60 
minutes. 

Eli Lilly and Company supplied the skin 
test material. 


The Diagnosis of Early 
Hyperthyrodism 

By REGINAL FITZ, M.D. 

[Clin. Med., May 1944, p. 124] 

The earliest signs and symptoms of hyper- 
thyroidism are indefinable. As a general rule, 
what we call hyperthyroidism begins with 
notable insidiousness and is unrecognized 
until it has been in existence for many 
months. Probably a patient developing hy- 
perthyroidism feels unusually well and is 
stimulated for a time, so that physicians have 
little clinical experience with the early mani- 
festations. 

Only after it exists for some time, so as to 
wear the patient down, or unless.the thyro- 
toxicosis is acutely stimulated by a fright or 
an intercurrent infection (as Sir William Osler 
brought out some fifty years ago), does the 
patient feel ill enough to seek medical ad- 
vice, and by this time, usually, anyone can 
recognize it. 

Summary: You have to look for hyper- 
thyroidism to recognize it in its early stages, 
and if you think you recognize it, you usually 
have to wait to be sure of your diagnosis 
before you can institute therapy in any ra 
tional way. 


Hydrocephalus: Surgical 
Indications 
By TRACY PUTNAM, M.D. 
[Clin. Med., June 1944, p. 152] 

The general indications for operative treat 
ment (cauterization of the choroid plexus) in 
cases of infantile hydrocephalus are (1) nor- 
mal intelligence and (2) absence of sphincter 
paralysis. A subdural tap should be per- 
formed in practically all cases, to rule out 
a subdural hematoma. 

The operative (hospital) mortality rate of 
coagulation of the choroid plexus through 
the glass ventriculoscope is about 5 percent. 

About 75 percent of survivors maintain or 
improve their preoperative 1.Q. (intelligence 
quotient). 


Sulfanilamide Neutralized by 
Damaged Tissue 
By JOSEPH T. KING, M.D. 
{Clin. Med., June 1944, p. 152] 

The presence of damaged tissue neutralizes 
the effect of sulfanilamide. In vitro, colonies 
of beta streptococci grow along the edge of 
tissue fragments even when the concentration 
of the drug is as high as 149 mg. percent. 

(In wounds, depridement and removal of 
necrotic tissue down to healthy tissue, is 
essential.—Ed.) 
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Hematuria: Think of the Cervix 
By WINFIELD SCOTT PUGH, M.D. 
[Clin. Med., Apr. 1944, p. 85] 

When a woman complains of hematuria, 
the physician must rule out the possibility 
of a uterine origin of the bleeding: (1) Self 
induced abortion; (2) submucous fibroid; 
(3) endometriosis (in which case bleeding 
may come from a metastatic lesion in the 
bladder and true hematuria appears at time 
of menstruation); (4) pelvic cellulitis; (5) 
stricture of the cervix; and (6) gonorrhea 


has been found in patients whose complaint 
was bloody urine. 


Diagnosis of Arteriosclerosis 
By JOSEPH FELSEN, M.D. 
[Clin. Med., Apr. 1944, p. 95] 

The progress of arteriosclerosis can be fol- 
lowed by sigmoidoscope examinations. The 
vessels as seen through the sigmoidoscope 
correspond in appearance with the retinal 
vessels in the same individual, as seen with 
the opthalmoscope. 

Che illustration shows the intestine as 
viewed directly by aid of transparencies. (1) 
normal intramural vascularization is shown 
with long, delicate undulations which gradu- 
ally taper to fine branches and anastomose 
freely with adjacent vessels, (2) proliferative 
stage with thickening and tortuousity of the 
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vessels and (3) the obliterative stage in which 
the vessels are straight and rigid, and termi- 
nal branches are obliterated. 


Disturbances of the Sympathetic 
Nervous System 
By MAX M. PEET, M.D. 
[Clin. Med., Apr. 1944 p. 94] 
REYNAUD’s DISEASE 
Raynaud’s disease primarily, affects young 
women, although men may be affected. All 
races are subject to it. Symptoms are first 
noticed in youth (ages 15 to 25 years). 


Disease duration 
Early in course 


Symptoms 


Excitement or cold brings on 
vasomotor changes in the 
fingers and hands, blue or 
white fingers. Warmth or 
clothing relieves these signs 
as well as pain. 


Warmth does not relieve vas- 
omotor changes. Pains are 
experienced in hands (or toes) 
in hot weather. Vasomotor 
changes come on without any 
obvious cause. Gangrene 9c- 
curs later. 

Treatment: Severance of the pregang- 
lionic fibres (sympathectomy) is quite suc- 
cessful in curing Raynaud's disease of the 
legs. Raynaud’s disease of the arm is re- 
lieved, but not as successfully, by sympa- 
thectomy. Because the resection is postgang- 


Intestine Transparencies (1) Normal vascularization. (2) Proliferative phase. (3) Obliterative phase. 
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lionic, results are much improved if the nerve 
roots are divided also. 


BurGer’s DISEASE 
(THROMBO-ANGIITIS OBLITERANS) 


Sex: 95 percent of cases occur in males. 

Diagnosis: The vasomotor changes are 
spotty, not uniform as in Raynaud's disease 
and no pulsations are palpable in the ar- 
teries. 

Pain and lessened circulation appear in one 
leg or arm first; later on, the opposite side is 
involved. There is bilaterial involvement 
always after sufficient time has elapsed. 

Treatment: Sympathectomy will help the 
uninvolved or slightly involved extremity. It 
has no effect on the fully developed disease. 
An early sympathectomy may prevent gan- 
grene. Burger’s disease is an inflammatory 
process in the blood vessels, but there may 
be some spasm in the smaller arteries. (In 
Raynaud’s disease, there is an uniform color 
change which gradually fades from blue- 
white to normal. Normal pulsations can 
always be felt in the arteries. The differential 
diagnosis is especially important because 
sympathectomy will always prevent dry 
gangrene of the finger tips or toes in Ray- 
naud’s disease.) 


HIRSCHSPRUNG’S DISEASE 


Lumbar sympathectomy will relieve every 
case of true Hirschsprung’s disease (a dila- 
tation of the whole colon or part of). Such 
cases are easily diagnosed because of the 
marked constipation since birth, huge dilata- 
tion of part or all of the colon and abdominal 
distention. 

SCLERODERMA 


Sympathectomy will improve but not cure 
patients suffering from scleroderma. 


HicH BLoop PRESSURE 


Sympathetic nervous system operations are 
no cure for hypertension, but better results 
are obtained than by any other medical or 
surgical procedure. 


Pancreas: Surgical Diagnosis 
and Treatment 
By RICHARD B. CATTELL, M.D. 
[Clin. Med., Apr. 1944, p. 92] 

Jaundice does not appear in cancer of the 
pancreas until very late in 14 of cases because 
the growth is away from the ampulla of 
Vater. Back pain is common. It is located 
in the Ist lumbar area, increased by lying 
down, relieved by sitting forward, unchanged 
by food. Progressive jaundice should make 
one suspicious of malignant growth; usually 


CLINICAL MEDICINE 


it is painless, although there may be some 
discomfort, it does not contraindicate surgical 
cure, 

Acute pancreatitis is characterized by ab. 
dominal pain and marked shock, pain in the 
back and vomiting. A perforated peptic 
ulcer must be differentiated as well as small 
intestinal obstruction. 

Pancreatic cysts cause no symptoms uniil 
they become large enough to produce pres- 
sure. 

Physical examination 
tenderness and fullness in cases of acute 
pancreatitis. Benign tumors and cysts can 
be felt as a mass. Malignant tumors usually 
cannot be felt. 

Laboratory findings: Enzyme studies have 
been disappointing in both acute and chronic 
cases. Blood bilirubin studies should be 
carried out to rule out hemolytic anemia. 
X-rays give confirmatory evidence by dis 
closing the wide sweep of the duodenum an 
displacement of the colon down, and stomach 


up. 


discloses localized 


SURGICAL TREATMENT 


Acute pancreatitis: In hemorrhagic pan- 
creatitis, one may drain the common bile 
duct for 3 months. Suppurative pancreatitis 
may be treated by incision into the capsule 
and use of 2 drains. 

Chronic pancreatitis and calculi: Surgery 
not indicated. 

Injury: Treat the shock, stop hemorrhage 
and drain. Most fistulae close spontaneously 
by formation of an internal fistula or fibrosis. 
Surgical closure must be performed if this 
process fails. 

Cysts: Excision is the best treatment. Par 
tial excision with suture of the sac walls to 
the edge of the incision (marsupialization) is 
simple and safe. 

Benign tumors: Hyperfunctioning adeno 
mata may result in hyperinsulinism. Re- 
moval cures the condition. 

Malignant tumors: Ampulla of Vater ma- 
lignant tumors are slow growing and metas 
tatize late, so the chance for cure is good. 
Because jaundice appears so early, the ab- 
dominal exploration may be performed early 
in the course of the disease. These tumors 
can be removed. Don’t be content to merely 
diagnose cancer of the head of the pancreas. 


General Ophthalmology 
By MOACYR E. ALVARAO, M.D. 
[Clin. Med., Apr. 1944, p. 98] 
Chronic blepharitis is curable in a very 
high percentage of cases; this treatment in- 
cludes a number of items which should be 
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taken care of by the general practitioner him- 
self, such as an accurate investigation of the 
intestinal condition; the metabolism; general 
condition and so on. Any general treatment, 
if needed, should take place simultaneously 
with the local treatment. 


Chronic conjunctivitis which does not re- 
spond to the use of zinc eye solutions (the 
percentage of which may be as low as one 
in a thousand but the pH of which must be 
low) and of mild collodial silver solution or 
15 percent solution of some highly soluble 
sulfonamide, generally show simultaneous 
corneal involvement, which more often than 
not can only be seen with aid of the corneal 
microscope and slit lamp. 


Perforating eye wounds should be treated 
by (1) placing soluble sulfonamide or sulfona- 
mide powder in the cul de sac, (2) occluding 
both eyes with a sterile dressing and (3) re- 
ferring to the nearest ophthalmologist. 


Blurry vision should call for a thorough 
examination to rule out: (1) glaucoma, (2) 
vascular changes in retinal hypertension, (3) 
exudates in the choroid implying a danger- 
ous inflammation of the ciliary body. 


Limitations of Sulfonamide 
Therapy 


(A symposium) 

{[Clin. Med., May 1944, p. 117] 
Sulfonamides are effective against: 
1. Pneumonia. 

2. Hemolytic streptococcus. Septicemia is 
always cured by sulfanilamide. 

3. Meningitis, peritonitis of streptococcal 
origin. 

4. Erysipelas. 

5. Staphylococcus generalized infections. 

6. Medical infections. When the patient 
survives, there is complete resolution to nor- 
mal, as with pneumonia. 

7. Surgical infections. Localizing, tissue 
destroying infections which often result in 
pus formation, and heal with granulation 
tissue and scar. 

Sulfonamides may be used in 4 types of 
war casualties: Infectious diseases, venereal 
diseases, tropical diseases and surgical wounds 
and burns. 

Sulfonamides will not compensate for ac- 
tively infected wounds or for poor surgical 
treatment of wounds. The wounds that were 
left open became infected much less fre- 
quently than those that were sutured com- 
pletely. The complete removal of contami- 
nated and crushed tissue was followed by a 
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lower rate of wound infection. Tendon repair 
often resulted in a worse infection. 


Compound fracture conclusions are similar 
to those above. Plaster casts resulted in fewer 
infections than closure or plating. 


“Chronic Appendicitis" and 
Colonic Membranes 
[Clin. Med., Apr. 1944, p. 105] 
Membranes which envelop the cecum and 
ascending colon may cause right sided abdom- 
inal pain, which is not relieved by appen- 
dectomy, but is relieved by removing the 
membranes. The membrane can be stripped 
off its entire attachment to the colon without 
injuring the latter. When the membrane 
has been cut throughout its course in its 
vertical direction, the colon expands to full 
diameter as if released from a constricting 
cellophane wrapper.—-W. H. BUEERMANN, 
M.D., in West. J. Surg., Dec., 1942. 


IMustrations showing -abnormal colonic mem- 
branes. Relief from the symptoms of ‘chronic ap- 
pendicitis” follows the removal of these membranes. 
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Correct Abdominal Incisions 
By A. O. SINGLETON, M.D. 
[Clin. Med., Apr. 1944, p. 93] 

The vertical incision was only justified 
in years gone by when diagnosis was less 
precise. Nowadays fewer exploratory opera- 
tions are needed. Good exposure is not pos- 
sible with the vertical incision. We feel that 
the most important cause of poor wound 
healing is the use of non-anatomical incision. 
The non-anatomical incision tends to disrupt, 
to post-operative hernia, to painful post- 
operative convalesence, to frequent pul- 
monary complications. 

Special sutures, such as steel, silk, or cotton, 
are not necessary if anatomical incisions are 
used. 

The blood supply of the abdomen is so 
generous that one need not worry about 
cutting any of the arteries of the abdominal 
wall. The nerve supply is very similar, in 
that it is hard to de-nervate the abdominal 
wall, (even after three intercostal nerves are 
severed, within two months there is return 
of function). 

The oblique abdominal musles have far 
more function than the recti muscles. The 
oblique muscles are never at rest; they move 
with respiration, and are under increased 
tension whenever the patient strains, vomits 
or coughs. They must never be cut. The 
recti muscle’s function is to splint the abdo- 
men. 

The fascia may be considered as the tendin- 
ous continuation of the abdominal muscles. 
It is the fascia that holds. 





Type of incision Results 


1. Vertical 1. Postoperative hernia, when 
followed up for a long 
period in 3 percent of 
cases; wound disruption in 

1 percent of all cases. 


2. Transverse or 2. Postoperative hernia in 0.1 
anatomical percent; disruption in 
0.031 percent. 








The transverse incision is best as it spares 
the transverse muscles. These muscles hold 
against the strain instead of tight sutures, 
which may cause tissue destruction and later 
weakness of the wound. 

Advantages of the transverse incision: (1) 
better exposure, (2) practically no disrup- 
tion of wounds, (3) rare hernia, (4) avoid- 
ance of much pain during convalescence and 
frequent pulmonary complications, as the 
patient can breathe comfortably. These 
studies are based on 9,000 incisions. 

Transverse incisions can be extended so 
that wide exposure can be made. The Mc- 
Burney incision can be extended down the 
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right rectus fascia so that any pelvic dis- 
order may be cared for or a resection of the 
ascending colon carried out. 

It is not necessary to use special suture 
material to hold against strain if an anato- 
mical incision is used. 


Diagnosis and Treatment of 
Esophageal Cancer 
By J. H. GARLOCK, M.D. 
[Clin. Med., Apr. 1944, p. 92] 

New technics permit the successful removal 
of tumors in any portion of the esophagus, 
if carried out prior to the time that fixation 
has occurred. 

There are no definite signs indicative of 
esophageal cancer inoperability. Difficult 
swallowing is almost always present. This 
dysphagia is progressive and without lengthy 
remissions. The patient states that solid food 
stops “here” and points to the sternum at 
the level of his obstruction, which he usually 
localizes fairly well. 

Loss of weight does not contraindicate 
operability, as the patient may eat little for 
fear of causing distress or obstruction, and 
thus lose weight due to his diet. 


Critical Diagnosis 
By S. WATSON SMITH, M.D. 
[Clin. Med., Apr. 1944, p. 96] 

The wisest among physicians will not label 
a particular patient, where doubts and ques- 
tionings occur to forbid it, because this is 
nobler than to risk being at fault or wrong, 
and so adding to the patient's troubles. To 
afix a misleading or uncertain diagnostic 
label is often unpardonable. 


PEDIATRIC DIAGNOSIS 

One great error in omission is failure to 
complete the physical examination by in 
specting the tonsils and pharynx, and taking 
a throat swab if any departure from the 
normal is discovered. 

Tracheobronchial adenitis has to be kept 
in mind as a possible cause of acute illness— 
not a clearly defined illness by any means. 

An appendix abscess in a child may be 
missed by failing to examine the rectum— 
too common an omission, also, in any patient 
at any age. 

No patient is properly examined unless 
the urine is tested and a blood film is taken 
for staining and microscopic examination. 
Eosinophilia will indirectly disclose parasiti« 
disease or allergic diseases such as incipient 
bronchial asthma. 

In later childhood, acute rheumatic fever 
(Continued on page 391) 
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Painless Vein Puncture 


ESE sketches were adapted from those 
published by J. S. Lundy, chief of anes- 
thesia at the Mayo Clinic, in the March 22, 
1944, Proceedings of the Staff Meetings of the 
Mayo Clinic. 


In this and in other publications, a number 
of points of clinical importance are brought 


out: 
1. All equipment should be standardized. 


2. The tourniquet should be placed close to 
the site of vein puncture (1 to 114% inches 
above) to obtain best distention of the veins. 

3. A hot, wet towel is x to forearm 
and hand for 20 minutes if the superficial 
veins are not readily visible or palpable. 


4. A wheal is raised with procaine solution 


Solutions 
(obtain from floor nurse ) 


24h 


(Fig. A) and some of the solution injected 
subcutaneously around the vein. 


5. Excess solution is worked into tissues by 
massage (Fig. B); painless venipuncture is 
then possible. 

6. The skin below the Pus site is tight- 
ened with the thumb of the left hand (Fig. 
B and C), and the 18 gauge Lewisohn needle 
is pushed directly into the vein. 

7. While the intravenous tubing is being at- 
tached, one finger of the left hand compresses 
the tub: against the bevel of the needle, 
thus avoiding escape of blood. 


8. A glass adapter is not necessary because 
the blood can be seen through the transparent 
rubber tubing. 


9. Use hand or other veins if necessary. 


Sterile intravenous set 


(obtean from dressing room ) 


2ec. SYRINGE 


TOURNIQUET 


\ WT 
¥ 188 


/ NEEDLE & GAUZE 


Standard Equipment 


B- 
Vi 


dissipates solution 


Wy } ; 
A. Infiltration 
near vein 


Technic on 


rous massage 


D. Small vein 
bevel down. 


Vein Puncture 


387 





PICTORIAL SECTION 


The Rh Factor 


All blood groups are determined by two fac- 
tors: A, B. 

All human beings belong to one of these 
groups: A, B, AB, O. 

These factors are present not only in the 
blood cells but in the tissue cells of each per- 
son. This is the Landsteiner classification, 
which has replaced the older Moss classifica- 
tion; it is standard in the Army and Navy. 

How Rh Serum Is Obtained 


Fig. 1. A Rhesus monkey (thus showing what 
the term Rh indicates) furnishes some red 
blood cells which are injected into a guinea 
pig or a rabbit. 


The pig or rabbit form antibodies against 
the Rh cells. This blood serum containing 


WHO! 
GUINEA SERUM 


PIGS 


eg — WJECTED IMD 


THE FIRST TRANSFUSION 
OF Rh POSITIVE BLOOD 


the agglutinins causes coagulation of the cells 
of any Rh monkey, and of the blood cells of 
6 out of 7 normal persons, who are then labeled 
as Rh positive persons. The one person out 
of 7 whose blood is not coagulated by th: 
serum is called a Rh negative. 


Rh Transfusion Reactions 


Fig. 2. The first transfusion of Rh positive 
blood injected into an Rh negative patient re 
sults in no reaction unless the patient is preg- 
nant (see sketch 3). The second or third 
transfusion of Rh positive blood injected into 
the same patient who is now sensitized to Rh 
positive blood may result in a severe reaction 


Fig. 3. The explanation of some transfu 
sion reactions in pregnancy, erythroblastosi 


Agglutinates Rhesus 
Monkey Cells 


Agglutinates Blood Cells 
dos 6 out of 7 Human be- 
ings (who are thus known 
to be Rh positive). 
~ 


Does not agglutinate 
blood cells in 1 person 
out of 7 (these persons 
are Rh negative). 


comme }\() REACTION 


(UNLESS PREGNANT) 


Rh NEGATIVE PATIENT 


meme SEVERE REACTION 
‘es go IOECTED TO at 


THE SECOND OR THIRD 
TRANSFUSION OF 


Rh DOSITIVE BLOOD 


Rh Necative Parienr 
SENSITIZED To Rht 


BLaDD 


HEMOLYTIC TRANSFUSION REACTION DUE TO Rh FACTOR 
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fetalis and fetal deaths is shown. A Rh+ 
fetus causes the mother (who is Rh—) to 
form agglutinins (just as if a Rh+ transfusion 
had been given). The agglutinins enter the 
fetal circulation and damage or destroy the 
red cells of the fetus causing erythroblastosis. 
Because the mother is sensitized to Rh+ 


blood, a Rh-+ transfusion results in a severe 
hemolytic reaction. 
What patients should be Rh tested? 


1. Patients who are to have repeated trans- 
fusions of blood. 2. Pregnant women who are 
to receive transfusions. 


IF GIVEN Rht 
POSITIVE BLGDD 


Rk- MOTHER 
CARRYING Rht 
FOETUS 


RESULTS 

IN SEVERE 
HEMOLY TIC 
REACTION 


. Agglutinins entering fetal circulation. 


2. Red cells of foetus (Rh+-) penetrating 
placenta. 


. Placenta. 


. Circulation of mother (Rh—) containing 
eclls of foetus. 


. Schematic representation showing the for- 
mation of agglutinins against Rh blood. 


Transfusion Reaction in Pregnancy 
An Rh negative pregnant patient who has an Rh+ foetus forms 
agglutinins. 


Fetal cells enter maternal circulation, 


stimulate agglu- 


tinins (just as if Rh+ transfusion had been given; see fig. 2). Agglutinins 


enter fetal circulation and damage or 


destroy fetal red cells. 
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Simple Removal of Sebaceous Cyst* 


A sebaceous cyst may be removed 
rapidly by: 1. Cutting through the cyst 
from top to bottom. 2. Seizing each of 
the two halves with a forceps and pulling 
them out. 

This procedure cannot be carried out 
if the cyst is infected. The only thing to 
be done in such a case is to incise it and 


provide drainage. Excision 


out later. 


is carried 


*N. L. ECKHOFF, M.D., in Guy’s Hospital 
Gazette, Feb. 5, 1944. [There would seem to 
be no reason why the cyst could not be re- 
moved, whether infected or not, by this 
method.—Ed.] 

/ 


Cross-section of sebaceous cyst 


Local anesthetic injectéd over 
top of cyst; then infiltrate 
around ¢yst 


Cyst wall 
Skin 


- hn 
HW’ 45> Division of cyst through 
WF entire depth “a 


Pulling out 
¢yst ‘walls 


One half of cyst -— 
removed 


Towel Clip Traction* 


Use 

The ordinary towel clip gives good traction 
in fractures of the metacarpals, and carpo- 
metacarpal and metacarpo-phalangeal dislo- 
cations. They are also used in maintaining 
reduction in uncontrollable fractures of the 
clavicle. 

Technic 

Under local or general anesthesia (such as 
sodium pentothal), the towel clips are inserted 
into the cortex of the distal fragment. They 
act as a tool to aid in reduction, whether for 
rotation or extension, and to maintain the 
reduction. 

The skin is thoroughly washed with soap and 
water, and painted with an antiseptic. Small 
skin incisions are made in the selected areas. 
Later tension on the skin is prevented by in- 
serting towel clips into the proximal end of 
the incisions. 

Sterile dressings are placed about the clips 
and not disturbed until union of the fracture 
is complete. Adhesive, corks or some fixation 
prevents to and fro movements of the frac- 
tured bone. 

The pull of traction is in direct line with the 
longitudinal axis of the bone. The towel clip 
is not applied near a joint. 

Fractures of the phalanges can be main- 
tained by passing a straight surgical needle 
directly under the attachment of the flexor 
tendon in the distal phalanx. 

A simpler method than the one illustrated is 
to fix the towel clips to two stiff wires ex- 
tending out from the cast. 


mM 


Lateral view 


*M. C. Cobey, M.D., H. C. Hansen, M.D., 
and M. H. Morris, M.D., in Southern Medical 
Journal, June. 1944. 
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(Continued from page 386) 

may be subtle: Vague pains, malaise, disin- 
clination for effort, and persistent tachy- 
cardia, with a fluctuating temperature, may 
be indicative. of an established rheumatic 
pancarditis. 

In the adolescent, tuberculous disease may 
excite a persistent tachycardia. 


Drucs 

Care should be taken to inquire as to the 
previous taking of drugs, because herein may 
lie the explanations of cyanosis, unusual skin 
eruptions, even of agranulocytosis. Self- 
medication with sulfonamides is known or 
the drug may have been taken for a recent 
illness, as ordered by another physician. 


PREGNANCY VERSUS CysT 

A large, more or less centrally placed 
ovarian cyst may be misdiagnosed as a preg- 
nancy. The reverse has also happened—a 
pregnant uterus was believed to be an ovarian 
cyst. If there is a shadow of a doubt, exami- 
nation under an anesthetic or by x-ray (or 
by peritoneoscopy—Ed.) will quickly decide. 

UREMIA 

Intense pain in the epigastrium may be 
the result of uremia, before the onset of 
coma. In men past middle life, abdominal 
pain with persistent vomiting and absence 
of other signs, even with a blood urea within 
normal limits and a urine clinically not un- 
healthy, may result from a latent uremia. 

. 

Nothing is more legitimate than Faith, 
although the truths that it proclaims are 
absolutely undemonstrable.—KanT. 


> 


Impaired Sexual Ability 
Following Fever 
or Therapeutic Procedures 
By RUSSELL A. WINTERS, M.D. 
[Clin. Med., Feb. 1944, p. 40] 

In undescended tests, sterility and impo- 
tence are often found, yet we simulate this 
condition by prescribing athletic supporters, 
belly bracers and shorts that hold the testes 
snugly against the abdomen in warm weather. 
A wide abdominal belt is often preferable. 

Nature provides aeration of the testicles, 
keeping them away from the abdomen in 
warm weather and closer in cold, usually 
about 6° below the body temperature. 

Fever produced therapeutically should be 
accompanied by keeping the testes in cool 
compresses, as should the employment of 


diathermy, short wave therapy and hot sitz 
baths. 


Applied Anatomy of a 
Tonsillectomy 
By T. T. JOB, Ph.D. 
[Clin. Med., May 1944, p. 121] 

The tonsillar fossa or recess is formed by 
those muscles and their fasciae, which pro- 
duce the movements of a complicated func- 
tional unit—the base of the tongue, the soft 
palate and the pharyngeal walls. Injury to 
these muscles during a tonsillectomy affects 
swallowing, respiration, phonation, and the 
pathway of vomitus. Thus such an injury 
may seriously modify the personality and the 
effectiveness of an individual. 

The tonsil is surrounded by muscles and 
fascia, except on the exposed faucial surface 
where only oral epithelium is found. There 
is no deep fascia over this surface of the 
tonsil. 

Between the tonsil and its recess is a layer 
of loose areolar connective tissue (peritonsil- 
lar), which is the cleavage plane normally 
entered by the surgeon so that the tonsil 
may be enucleated as a whole. If previous 
attacks of inflammation have occurred, the 
tonsil loses its mobility and becomes adherent 
to the deep fascia, requiring dissection to free 


Fig. 2. Enlarged cross-section of right tonsil. 

a. Oral epithelium. b. Stylopharyngeus muscle 
(posterior pillar). c. Buccopharyngeal fascia and 
superior pharyngeal constrictor muscle. d. Periton- 
sillar ‘“‘space’’ or arcolar connective tissue. e. Ton- 
sillar crypt (continuous with oral epithelium). 
f. Tonsil. 
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it. The anterior and posterior pillars and the 
peritonsillar “space” is composed of areolar 
connective tissue (there is no actual space 
unless the tissues are forced apart by in- 
flammation and pus formation of a periton- 
sillar abscess or quinsy). 

Hemorrhage: A severe hemorrhage some 
hours or days following tonsillectomy usually 
indicates that there was an operative injury 
to a sizable artery. This occurs more often 
in those patients who have had previous 
tonsilitis, or peritonsillar abscess. 

Incomplete Removal: The lower pole of 
the tonsil is well below the level of the 
posterior surface of the tongue base. It is 
this inferior pole that may be left behind 
after tonsillectomy. In children, this is all 
that is necessary for regeneration of a tonsil 
(the tonsil “grows back,” according to the 
layman). 

Also, the largest source of blood supply to 
the tonsil may enter through the inferior 
pole. 

Summary: If the surgeon keeps inside the 
deep fascia (by staying in the cleavage plane 
of loose connective tissue immediately around 
the tonsil), he will not injure muscles or 
important arteries or nerves. 


Rheumatic Fever 
By HUGH L. DWYER, M.D. 
(Clin. Med., May 1944, p. 116) 

Cause: Rheumatic fever is associated with 
respiratory infections, possibly caused by 
group A hemolytic streptococci. Following 
pharyngitis of this type, there is a latent 
period of 2 to 3 weeks, followed by rheu- 
matic manifestations. 

Other factors: It 


is a disease of cities, 


hereditary tendencies, dampness, poor nutri- 
tion, cold weather; and is especially found 
along the North Atlantic seaboard and the 
Rocky Mountains. 


Age: Most first attacks occur before 10 
years of age, especially between the ages of 
5 and 7 years. 

Effects: Three out of five patients suffer 
permanent heart damage. One-fourth of all 
rheumatic fever patients die within 10 years; 
and one-third within 20 years. 

DIAGNOSIS 

History:  Polyarthritis, carditis, fever, 
chorea or pallor in a youngster should make 
one suspicious of rheumatic fever. 

Anemia, nose bleeds, abdominal or chest 
pain, and skin rashes (erythema marginatum) 
are found in certain cases. 

Sedimentation rates are very accurate indi- 


cators of infection and may be used as a 
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guide to the time when a patient may be 
allowed out of bed. 

Joints: The multiple, swollen joints of} 
children do not become red; those of adult 
are reddened. 

TREATMENT 

1. Salicylates reduce fever and relieve pain 
thus reducing the work of the heart (recent 
evidence indicates that large doses may pre 
vent heart damage—Ed.). 

2. Complete rest in bed, for many month 
if necessary, must be insisted upon, to resi 
the heart. Patients with respiratory infec 
tions (colds, bronchitis, sore throats) shoul 
be kept out of the patient’s room. 

3. The prophylactic daily administration 
of 10 to 20 grains of sulfanilamide for th: 
6 winter months of each year often prevents 
rheumatic symptoms from appearing. 

4. Digitalis is toxic; do not give it unless 
decompensation appears, in which case 
must be given in full doses. 


New Coagulum-Contact 

Method of Skin Grafting 

By MACHTELD E. SANO, M.D. 
(Clin. Med., May 1944, p. 125] 

Heparin Solution: The heparin is diluted 
under sterile conditions with Tyrode's formu 
la (see below) so that 1 cc. of heparin solu 
tion contains the equivalent amount of hep 
arin which prevents the coagulation of 5cc. of 
cat’s blood for 24 hours. 

Method: In a 10 cc. syringe containing | 
cc. of heparin solution (see above) 5 cc. olf 
the patient’s blood are drawn under sterile 
conditions. The blood is centrifuged and 
the plasma removed to a sterile tube and 
kept on ice. The buffy coat (leucocytes 
which float on top of the red cells are 1 
moved with a platinum loop and placed into 
a sterile test tube contining 2.5 cc. of Tyrode's 
solution and three sterile glass beads. This 
mixture is shaken vigorously. We shall refe: 
to this fluid as extract. The recipient area is 
washed with warm sterile saline and dried 
with sterile gauze. The donor area is steri 
lized by whatever method is customary fo1 
the operator. Thin split to full thickness 
grafts can be used; the size and the shape 
of the graft conforming to that of the 1 
cipient area. The graft is inverted on a 
piece of sterile gauze without rinsing in 
saline which tends to remove the coagulating 
juice factor. With a camel's hair brush the 
underside of the graft is moistened lightly 
with the cell extract. With another brush 
the plasma is painted on the recipient ar 
The graft is quickly fitted into the recipient 
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area. The edges are carefully adjusted and 
slight pressure with the forceps applied to the 
craft to assure good contact. 

The graft adheres firmly within a few 
minutes. Single strips of boric acid ointment 
gauze may be lightly placed over the graft. 
No other dressing is applied; no stitches are 
needed. Within 48 hours the skin becomes 

deep purple in color and then gradually, 
iay by day, fades to a normal pink. The 
graft is warm as soon as the purplish hue is 
noted, in fact it is slightly warmer than the 
normal surrounding skin. 

In poorly vascularized areas the skin be- 
comes pale pink in color instead of deep pur- 
ple. The grafted area must be protected from 
trauma for the first few days. If the Padget 
Dermatone is used the forceps must be wetted 
in saline to prevent them from adhering to 
the graft. If the graft is very thick and tends 
to retract wait two or three minutes before 
adjusting the edges. By this time the glue 
will begin to set and the graft can be easily 
held in place by exerting slight pressure with 
a wet piece of gauze for about two minutes. 

TyYRODE’s SOLUTION 
ee” a eer ee 8.0 gm. 
POMMORRINR CORBRTNEE oie scnccccnseves 0.2 gm. 
eo eee 0.2 gm. 
Magnesium Chloride ............... 0.1 gm. 
Sodium Acid Phosphate............ 0.05 gm. 
Sodium Bicarbonate ............... 1.0 gm. 
SE Sin ardaean an bps a Kade do KKa0n's 1.0 gm. 
Distilled Water added to make 1000 cc. 

Filter through Berkefeld filter “W.” 

[The Sano method of causing skin grafts 
‘to*%adhere avoids the necessity of using su- 
tures and permits quick growth of blood 
vessels into the graft, both factors tending 
to increase the percentage of skin that will 
“live.” There would seem to be no reason 
why this method could not be applied to 


healing of surgical wounds and lacerations. 
—Ed.] 


Urinalysis: What the Physician 
May Learn 
By J. S. WEINGART, M_.D., 
Des Moines, lowa. 
[Clin. Med., May 1944, p. 120] 
Significance of pus cells: Only when there 
are clumped pus cells (leukocytes) is it safe to 


infer that there is inflammation in the 
urinary tract. Grave errors have arisen from 
assuming that a considerable number of un- 
clumped leucocytes indicate kidney or blad- 
der infection, for this may occur in salpingi- 
lis, appendicitis, and other cases, (even in 
catheritized specimens). 


A indicates a granular pus cast, B a clump of 
pus cells (leukocytes), C several red cells and D 
a cylindroid. The granular pus cells are almost 
twice the size of the smooth, clear red cells. 


Recognition of blood in the urine: By 
looking at the sediment after the urine is 
centrifuged, with a hand lens or the ocular 
of the microscope, one sees a small red clump. 
A few drops of urine may be placed under 
the microscope and a drop of strong acetic 
acid added, which will destroy the red cells 
(clear, slightly yellow discs) and leave only 
the white (pus) cells (granular appearing 
cells). A guaiac or benzidine test will also 
confirm the presence of blood. 

If the urine is cloudy, and if there are no 
crystalline or amorphous precipitates to ac- 
count for this, and if many bacteria are 
found, bacilluria is present. Such a condi- 
tion may be overlooked because the labora- 
tory reports that “no pus or casts were 
found.” 

If there is actual pus in the urine, a cul- 
ture will usually reveal the offending or- 
ganism. Cultures of old or contaminated 
urine are worthless and the finding of a few 
colonies, from a clear urine, should not be 
considered evidence of infection. 

Clinical implications: Normal urine is not 
proof of the absence of urinary tract infec- 
tion. If often happens that the ureter is 
plugged and pus does not escape until after 
an innocent appendix had been removed. 
Renal stones do not always cause bleeding, 
and when they ‘do, it may be intermittent. 
Kidney tumors do not cause bleeding until, 
and unless, they invade the pelvis. 

No patient who has had even one attack 
of urinary bleeding should be given a clean 
bill of health until his case has been thor- 
oughly investigated (x-ray, cystiscopic). 
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Early Syphilitic Lesions of the 
Cervix 
By J. W. SHARP, M.D. 
[Clin. Med., Feb. 1944, p. 41] 

It is so easy to consider all cervical ulcers, 
either erosions or premalignant lesions, and 
to treat them by biopsy or cauterization, that 
one must not forget the possibility of syphilis. 


These sketches exhibit the various types 
of cervical luetic ulcers. 

Figure 1 depicts a seronegative syphilitic 
lesion, in which the diagnosis was made by 
dark-field examination. 


Figure 2 represents multiple chancres of 


the cervix from a case of seropositive primary 
syphilis. 

Figure 3 represents superficial ulcers or 
mucous patches on the cervix in a case of 
secondary syphilis. 


Figure 4 exhibits a chancre of the cervix, 
dark-field positive, in a case of chronic cer- 
vicitis in which there was no other sign of 
syphilis. 


MEDICINE 


The practitioner remote from a laboratory, 
may send in serum from dark-field examina- 
tion by mail. The serum from the lesions 
may be easily collected in capillary glass 
tubes, such as are used for blood clotting 
since only a small amount of serum is needed 
for dark-field examination. The ends ol 
the capillary tubes may be sealed by means 
of paraffin or wax, not heated except by the 
temperature of the hands. The motility of 
the spirochete is preserved in this way for 
as long as 48 to 72 hours, at room tempera- 
ture. The tubes should be packed securely 
to prevent breaking and then sent special 
delivery or air mail, if possible, to the labo- 
ratory. 

Luetic ulcers are not always punched-out 
in appearance. They may be very superficial 
in appearance, especially the mucous patches 
in secondary syphilis or early primary lesions. 
These lesions may resemble superficial ero- 
sions and may be associated with any type 
of chronic cervicitis. 
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Riboflavin in Decubitus Ulcers 
(Bed Sores) 
By MARTIN G. VORHAUS, M.D. 
[Clin. Med., June 1944, p. 151] 

The lesions of the skin and subcutaneous 
tissues in cheilitis (fissures at the angles of 
the lips, noted in persons deficient in the ribo- 
flavin portion of the vitamin B complex) have 
a parallel in miniature to the tissue changes 
seen in decubital ulceration. 

Six cases were treated by the daily oral 
administration of 5 mg. Five showed com- 
plete healing of the ulcers in 7 to 34 days. 
In spite of the continued and progressive de- 
velopment of these lesions up to the day on 
which riboflavin was first given, improvement 
was noted within a few days. The patients’ 
general condition did not improve simulta- 
neously with the healing of the ulcer. 


Observations on lodine 
By W. MITCHELL STEVENS, M.D. 
[Clin. Med., June 1944, p. 150] 

Iodine is essential to all vertebrate life, 
and is necessary to the efficient functioning 
of the endocrine system in general, the im- 
balance of which is reflected in various mani- 
festations of disease in general. A rational 
explanation becomes evident of the clinical 
value of minute quantities of iodine (as a 
food) in the prevention and treatment of 
disease. 

All disease is of environmental origin, and 
the cause is either positive or negative—by 
positive one means infection (acute or 
chronic) or intoxication (toxin or poison), 
and by negative one means a deficiency in 
intake (food). 

The key disease is simple goiter, which is 
in reality, pandemic, and the key element is 
iodine. 


A Simple Face Mask 
[Clin. Med., May 1944, p. 133] 

The following mask is suggested for use 
to control the transmitting of infectious dis- 
eases caused from sputum droplet dissemi- 
nation from the source of infection. 

Use an ordinary paper napkin, two small 
spring paper clips, or safety pins, and two 
rubber bands. Fold the napkin diagonally 
so that a triangular-shaped sheet is formed. 
The rubber bands are attached to the paper 
clips or safety pins, and attached to each 
corner of the folded napkin. Place the napkin 
over the nose and mouth of the patient. 

The advantages of this type of mask are 
its ease of preparation and application, its 
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Paper Napkin Face Mask 


cheapness and availability, its effectiveness. 

It is suggested that these masks be used 
on all patients on whom chest examinations 
are being done. Potent protection will be 
provided against the hazard of cross infection. 
—D. Utmar, M.D., in Naval Med. B., July, 
1943. 


Old Age Diagnosis 
By ALBERT MUELLER-DEHAM, M.D. 
[Clin. Med., June 1944, p. 139] 

In the future, the clientele of every physi- 
cian will include a growing number of aged 
patients, and in many cases, they will form 
the backbone of his practice. 

Diagnosis is more difficult and uncertain 
in old age than at any other time. 

The reasons for the evasiveness of a proper 
recognition of disease in senility have been 
analyzed as the absence or essential diminu- 
tion of many symptoms and signs, in changed 
physiological and pathological standards, and 
in the multiplicity of various simultaneous 
affections. 

Fatigue may be the only symptom of tu- 
berculous pleurisy. Weakness, shortness of 
breath, constipation and abdominal disten- 
tion, plus mild fever were the only symptoms 
of a perforated appendix; the abdomen was 
distended and there was a slight generalized 
tenderness to pressure. Autopsy revealed the 
lesion, which was further obscured diagnos- 
tically by a basal pneumonia. 

SEVERE DIsEASE WITHOUT SYMPTOMS OR SIGNS 

It is a quite frequent, but always shocking 
experience to find that the most severe dis- 
eases, such as acute cholelithiasis, stomach 
ulcers, appendicitis, peritonitis and so on, may 
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take their course in senile cases without any 
localizatory signs, or only with very slight 
intimations. 

A marked rise in the sedimentation rate 
means much less in the aged. Deviations are 
exaggerated and the normal standard is 
higher. 
PERNICIOUS ANEMIA 

Only a very distinct increase in the color 
index over 1.15 can be used for the assump- 
tion of pernicious anemia. Old age shows a 
tendency to macrocytosis. An iron deficiency 
anemia may give the picture of pernicious 
anemia. 

URINARY FINDINGS IN THE AGED 


Almost 10 percent of senile deaths are due 
to urinary infections. Together with 21 per- 
cent of pneumonias and 10 percent miscel- 
laneous infections (tuberculosis, gallbladder 
disease and so on), the infectious group, 
proved by autopsy, comes to 40 percent, 
which is equal to the deaths caused by cardio- 
vascular disease. 

The presence of numerous red and white 
blood cells in the urine of senile patients is 
frequently demonstrated, but often neglected 
when no discomfort or additional signs are 
combined. Where the report is confirmed in 
the catheterized urine and the response to 
treatment is not prompt, a urological exami- 
nation is indicated. 

The physician may be called to see a senile 
patient with high fever, even a chill. No 
other complaints, no other findings, and the 
general condition is good. A grippe is as- 
sumed, especially if a few rales of a chronic 
bronchitis are heard. A glance at a freshly 
voided urine specimen would have shown it 
to be cloudy, with many leukocytes and per- 
haps erythrocytes. Such a patient will sooner 
or later die of this infection who could have 
been saved by adequate treatment. 

In pyelonephritis, there is often no urinary 
complaints, no pains or tenderness in the 
kidney area, and no fever. 


Sulfadiazine for Sinusitis 
By T. J. H. GORRELL, M.D. 
[Clin. Med., June 1944, p. 153] 

The ear, nose and throat specialist treats 
many patients with mild, recurrent sinusitis 
who do not have enough symptoms to war- 
rant surgical attack on the sinuses. The 
thick, mucopurulent discharge is not only 
troublesome but causes lung complications, 
notably bronchitis and bronchiectasis. 


Dose: Sulfadiazine is given three times 
daily for 2 days; one tablet of 714 grains (0.5 
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gm.) is taken with each meal. The discharge 
is reduced markedly in 2 days. 

Of course, other methods of conservative 
treatment are employed, including Proetz 
suction-displacement of the sinuses following 
shrinkage of the turbinates, the use of warm, 
moist air in the home of the patient and pro- 
tection of the head from cold. 


Instrument Sterilizing Solutions 
[Clin. Med., June 1944, p. 161] 

The least expensive solutions for steriliz- 
ing instruments can be made up by your 
druggist thus: 

R Solution of Formaldehyde 554.0 cc. 

Sodium borate 62.4 Gm. 

Distilled water to make 1,000 cc. 

(There is a disagreeable, nenetrating odor.) 

RY Phenylmercuric Nitrate solution 1-12,500. 

This solution is effectively germicidal if 
the instruments are in contact for at least 
ten minutes. The drug is nontoxic in this 
concentration. 

R Saponated Solution of Cresol 10% di- 
lution may be used in sterilizing surgical 
instruments. 

Cautions: Instruments must be cleaned 
before sterilizing, and allowed to remain at 
least ten minutes in the solution.—J. Am. 
Pharm. Assoc., Sept., 1943. 


The Enlarged Heart 
By HORACE M. KORNS, M.D. 
[Clin. Med., June 1944, p. 149] 

The enlarged heart is an abnormal heart. 
This is an established fact. When confronted 
with a patient, how is one to determine if the 
heart is of normal size? 

The ordinary practitioner can learn to 
ascertain the size of the heart very accurately. 
In the first place, the arbitrary distinction 
between “absolute” and “relative” cardiac 
dullness is irrelevant and immaterial. How 
much lung happens to overlap the heart has 
about as much to do with our ideas of cardiac 
size, as the color of the patient's eyes. 

For an accurate result with percussion, the 
patient must always be sitting up and the 
immediate, or definitive method, must be 
used. The skin and subcutaneous tissues 
must be drawn taut, and the percussing 
finger should be kept in an intercostal space. 

A pentrating, damping blow is struck with 
one finger and ordinarily, one should stay 
within the intercostal spaces. In percussing 
either border, the left hand is used only to 
draw the tissue taut. 

In the case of the left border, the tissues 
are retracted directly toward the head, s0 
that when the border is found and the tissues 
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The left hand is drawing the skin and subcutane- 
ous tissues taut, while the middle finger of the right 
hand is percussing toward the right border of the 
heart. 


are released, there will be no displacement 
to the right or left of the area of change in 
note. 

Anything that raises the diaphragm places 
the heart in a more transverse position, so 
that percussion gives only a false impression 
of the extent of the transverse diameter. The 
only way to check on this is by observance 
of the inspiratory movement of the medial 
halves of the costal margins, and that is a 
subject in itself. 


Outstanding Accomplishments of 
the AAF Medical Services 

By MAJOR GENERAL DAVID N. W. 

GRANT, THE AIR SURGEON 
[Clin. Med., June 1944, p. 144] 

1. Air evacuation is quick, safe and com. 
fortable for transportation of casualties from 
battle zones to base hospitals. More than 
173,000 patients were carried during 1943 
and 3,200 were evacuated from overseas into 
the United States. 

2. There are now 4,000 specialists in avia- 
tion medicine now on duty with AAF, due to 
the training of 2,500 flight surgeons trained 
at the AAF School of Aviation Medicine, 
Randolph Field, Texas. 

3. Low pressure chamber oxygen indoctri- 
nation course was given to 275,000 air crew 
members. 

4. The demand type oxygen -regulator and 
mask was developed and used in all AAF 
planes requiring oxygen equipment. 

5. Flight surgeons, Flight nurses and en- 
listed men were taught air evacuation pro- 
cedures. (Bowman Field, Kentucky.) 

6. Physical examinations were performed 
on 690,000 air crew trainees. 

7. Psychological tests for classification of 


The left hand is drawing the tissues cephalward 
while the middle finger of the right hand is per- 
cussing in an intercostal space towards the left 
border of the heart. 
candidates for pilot, bombardier and _ navi- 
gator training were improved remarkably. 

8. The Convalescent Training Program 
originated by the AAF and established in 
230 AAF station hospitals in the United 
States, utilized the otherwise wasted time of 
convalesence in physical reconditioning and 
useful military instruction. The physically 
or psychologically handicapped war veteran 
was treated at Convalescent Rehabilitation 
Centers, for the restoration of a useful mili- 
tary, or civil life. 

9. Because of the thousands of man days 
lost’ due to rheumatic fever, streptococcic 
infections, and respiratory diseases, a pre- 
ventive and control program was established 
at 40 air bases, with a total strength of 
800,000 troops. 


Bile Salts in Constipation 
By ERMA A. SMITH, M.D. 
[Clin. Med., June 1944, p. 151] 

Among factors which determine the bulk 
of the stool those which prevent desiccation 
play a large part. Bile plays a role in con- 
trolling colon water similar to that exerted 
by blood proteins on tissue water, that is, it 
exerts a pull for water. Six hundred to nine 
hundred c.c. of bile are secreted daily. If 
this bile exerts an osmotic pull on the water 


. holding it in the colon then a reduction in 


the amount of bile would favor dehydration 
of the stool. Recent studies by Gauss (1) 
throw light on the relation of bile to con- 
stipation. 

Patients who suffer with biliary or hepatic 
disease, in whom there is reason to believe 
there exists a decrease in the flow of bile, are 
generally constipated. Besides holding water 
in the colon, bile probably exerts a stimu- 
lating action on intestinal activity. Jaun- 
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diced patients are usually constipated and 
mild decreases in the amount of bile in lesser 
degrees of obstruction can thereby lead to 
lowered colon bulk and constipation. Lesser 
degrees of obstruction often precede total 
obstruction by years. 

Biliary constipation may be expected in 
middle aged persons, more often women, of 
sedentary habits with organic or functional 
hepatic disease. Gall bladder dyspepsia and 
spastic colon characterize the picture. 

Cauliflower, cabbage, radishes, cucumber, 
raw apples, peppers, fried and greasy foods 
usually cause abdominal distress, and anorexia 
and insomnia are common. 


Injection Technic for Varicose 
Veins 
By E. B. BENNETT, M.D. 
[Clin. Med., July 1944, p. 175] 

The patient is placed upon the ordinary 
operating table, one on which the leg can 
be raised and lowered. After cleansing, a 
sterile Luer-Lok syringe with a 28 gauge short 
bevelled needle is inserted into the vein at its 
lowest point. 

After the point of the needle is placed in 
the vein (proven by withdrawing a little 
blood into the syringe) the leg is carefully 
elevated to such a height that the vein is 
entirely collapsed. A tourniquet is then ap- 
plied at the end of the varicosity near the 
fossa ovalis. 

The injection is now started very slowly, 
giving only 1 cc. for the first treatment, in- 
creasing to a maximum of 2 cc. with subse- 
quent treatments. The needle is left in place 
for 30 seconds after injection. After with- 
drawing the needle, a compression dressing 
is applied and an elastic stocking drawn over 
this. 

Advantages: The medication is not di- 
luted; it comes into direct contact with the 
vein wall; a long stretch of vein is treated at 
one time. Quinine lactate was used on 500 
cases without serious reaction. 

(This technic permits the solution to pene- 
trate into veins too small for puncture.—Ed.) 


Duty of General Practitioner on 
Making a Diagnosis of Latent 
Syphilis 
By ABRAHAM GELPERIN, M.D. 

[Clin. Med., July 1944, p. 176] 

Upon making a diagnosis of latent syphilis, 
the physician must (1) treat the patient, (2) 
examine the patient’s family. 

One may assume that a patient over 30 
years of age probably has late latent syphilis. 
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Fig. 1. Needle inserted in vein at lowest depend- 
ent point. Blood aspirated. , 

Fig. 2. Leg elevated, tourniquet applied at end of 
varicosity, near fossa ovalis. 

The disease is not inactive but smoldering. 

Treatment: Treat the patient, not the 
blood test. Since the infection in latent 
syphilis has been present for years, the stim- 
ulation has formed much antibody and the 
test will change slowly, even during adequate 
antisyphilitic therapy. 

(1) Patients with no complicating disease 
and with early latent syphilis should receive 
the same treatment as patients with early 
primary syphilis: Mapharsen three times a 
week intravenously, with an insoluble bis- 
muth preparation once a week, for 10 weeks. 

(2) Late latent syphilis: Injections of bis- 
muth are given once weekly for 6 weeks at 
first, then thrice weekly. Mapharsen is then 
begun, just as in (1). 

(3) If complicating disease, such as arterio- 
sclerosis, chronic nephritis or cholecystitis are 
present, one should have the initial dose of 
Mapharsen and cautiously raise it. Maphar- 
sen is given twice or even only once a week 
and a total of 12-15 bismuth injections are 
given. 

A spinal fluid examination is carried out 
at the close of treatment. If physical exami- 
nation of the heart and central nervous sys 
tem is negative, treatment is not resumed. 
Periodic physical examinations are carried 
out yearly; the spinal fluid should be checked 
in 1 to 2 years. 
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Episiotomy Repair 
{Clin. Med., July 1944, p. 192] 

The episiotomy wound is closed by taking 
first a deep, encircling bite in the upper, 
vaginal end of the wound with a half-length 
No. 0 or 1 chromic cat-gut suture on a 
round, curved needle. After it has been tied, 
it is carried outward to the hymenal ring 
as a continuous suture. Longer intervals are 
left between bites on the relaxed medial 
edge of the mucosal wound then on the 
contracted lateral edge to insure symmetrical 
approximation. This suture is left long and 
is laid aside to be used later for skin closure. 
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Interrupted sutures are placed and tied in 
the severed portions of the levator ani mus- 
cle and the more superficial tissues. 


The superficial fascia beneath the skin is 
closed with a continuous suture which is 
the same one used to unite the mucosal 
edges of the vaginal portion of the wound. 

The remaining end of the suture is 
threaded on a fine, curved, cutting needle 
and is carried upward subcutaneously to 
the hymenal ring where one through-and- 
through stitch is taken and tied to complete 
the repair.—Minn. Med., June, 1943. 


Technic of Episiotomy and Repair. a. Episiotomy is made to the right, so that it will be easier for 
the right handed physician to suture. b. A rounded tube (as a large size test tube) is inserted well into 
the rectum, so that one can avoid placing the deep sutures in the rectal wall. c. Placing the first suture 


in the vaginal mucosa. d. 
of superficial layers. 


Suturing the deeper layers of the wound. 
f. Intracutaneous suture with end of first suture. 


e. Removal of tube and suturing 
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Colonic Symptoms 
[Clin. Med., July 1944, p. 195] 

The patient who gives a history of a 
change in bowel habits (constipation for the 
first time in the patient’s life; “diarrhea,” 
which actually is the passage of mucus from 
a carcinoma; or bleeding .from “piles”) 
should be carefully studied. Vaccines should 
not be given for “colitis,” sulfonamides 
should not be given for bowel infection, 
diarrhea should not be treated with paregoric 
or bismuth, and hemorrhoids should not be 
injected or removed until a digital examina- 
tion of the lower rectum has been made. The 
patient should strain during the examina- 
tion, so that a lesion may be brought down 
far enough to be felt. Either the Sims posi- 
tion or the squatting position may be em- 
ployed. A five-inch proctoscope should be 
inserted and the lower bowel examined.— 
T. E. Jones, M.D., in Penn. Med. J., Jan., 
1943. 


The Disabled Patient: 
Disabilities and Diversions 
By MARIE E. ORMSBY, M.R.CS. 

[Clin. Med., July 1944, p. 177] 

Those who are called upon to suffer from 
disablement and disease have their usual 
route blocked by their disability, but for 
them there is usually possible a new route, 
a diversion. 


Facing a problem goes a long way towards 
its solution. I suggest that the disabled per- 
son should go over his old route on paper, 
mark his obstacles and try to plan the al- 
ternative routes. A list should be written 
out of possible work, recreations, occupational 
therapy, and other diversions. 

The physician should talk with the patient 
affected with coronary sclerosis and other dis- 
abling illnesses and help him plan on how 
he may gradually become active, in what 
fields he can still carry on, and how he may 
re-plan his life. 

It is of immense importance to the patient 
to learn to control his emotions. He must 
first learn to overcome his inertia, which 
itself forms a removable block in any new 
road. 

In all cases of trouble the first realization, 
at whatever the stage of disability, brings 
shock. The patient cannot see things in per- 
spective under such circumstances. This is 
the time to build up the patient’s hope and 
health, and persuade him to await the keener 
perception that will come later. Decisions 
so difficult early, become easier later on, if 


the day for decisions is not left too long. 
Sedatives, tonics and sympathy work wonders. 


Clinical Experiences With 
Penicillin 
By DONALD G. ANDERSON, M.D. 
[Clin. Med., June 1944, p. 145] 

Penicillin is measured in terms of the 
Oxford or Florey unit. One unit is the 
amount of Penicillin in 50 cc. of meat extract 
broth that will inhibit the growth of a test 
strain of staphylococcus aureus. 

Penicillin is injected into the pleural, 
pericardial, peritoneal and synovial cavities, 
as penicillin will not penetrate into the cere- 
brospinal fluid, or into the serous sacs. (See 
table for methods of administration.) 

Susceptible organisms: Gonococcus, menin- 
gococcus, hemolytic streptococcus, pneumo- 
coccus, staphylococcus, streptococcus viridans, 
clostridium tetani, clostridium welchii, C. 
diphtheriae and A. bovis. 

Resistant organisms: Enterococcus, E. Coli, 
B. typhosis, B. paratyphosis, B. dysenteriae, 
H. influenzae, H. pertussis, W. cholerae, B. 
proteus, B. pyocyaneus, Firiedlanders bacillus, 
Brucella (undulant fever), and virus infec- 
tions. 

The gram positive organisms are those that 
respond to penicillin. 

Penicillin is bacteriostatic, not bactericidal, 
as cultures may remain positive during 
therapy and relapses occur if penicillin is 
stopped after the first sign of improvement 
or after the first negative culture is obtained. 
Massive doses will not save moribund or 
dying patients. 

Dosage: 15,000 units every 3 hours for al 
most all conditions. In fulminating infec- 
tions, larger doses may be needed for several 
days. 

PENICILLIN ADMINISTRATION TABLE 


Absorption, Distribution, Excretion 


Routes of 
Administration 


Orally 


Absorption 


Inactivated by hydrochloric acid 
of the stomach; very little Pen- 
icillin is left after oral use. 


Poor absorption 
Fair absorption but has been 
unsuccessful in practice 


A sharp rise in blood concen- 
tration follows, which then falls 
— in 1% hours and little 
is left 


The rise in amount of Peni- 
cillin in the blood is not #0 
high or so fast but lasts longer 
(almost 3 hours) and the de- 
cline is more gradual 

Poor absorption; very low b/.0od 
content 


Rectally 
Duodenal 


Intravenous 


Intramuscular 
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Diasone Treatment of Tuberculosis 

‘ By C. K. PETTER, M.D. 

[Clin. Med., Mar. 1944, p. 66] 

Due to premature publicity, in the lay 
press, figures are released on the treatment of 
142 patients with Diasone (Abbott). Favor- 
able changes have been observed in the ma- 
jority of patients, in a shorter time and of 
greater degree than would be reasonably 
expected otherwise. 


At first, 1.0 Gm. a day of Diasone was ad- 
ministered orally to all patients (.033 Gm. 
three times daily with meals). Later, 1.0 Gm. 
was given daily for 3 days, then 2.0 Gm. daily 
for 3 to 5 days, then reduced to 1.0 Gm. daily. 


General effects: General. well being im- 
proved and body weight increased or re- 
mained the same. Cough and expectoration 
increased at first, then subsided, with the 
sputum becoming less purulent and _ less 
tenacious (see table 1). 


X-ray: Clearing of parnechymal infiltra- 
tion occurred in 75 percent of patients. Some 
cavities became smaller and some disap- 
peared. Some showed an increase in paren- 
chymal shadows followed in 2 to 6 weeks by 
resolution. 


Laboratory: Decided depression of the red 
cell count and hemoglobin occurred, which 
recovered without other medication. Neutro- 
penia or other change in the white blood 
count was not observed. 


Impression: 1 am convinced that further 
application of Diasone should be used further, 
especially to patients with infiltrative lesions 


\'s 


401 


without extensive tissue destruction or mas- 
sive fibrosis. 


Recent Development in Allergic 
Sinus Therapy 
By EDWARD E. EDMONDSON, M.D. 
[Clin. Med., Aug. 1944, p. 197] 

Nasal allergy is exceedingly common, yet 
the diagnosis of sinusitis (infectious) is far 
more frequently made. 

Treatment: A solution composed of anhy- 
drous cupric and zinc sulphates with dry 
glycerol and colloidal silver is applied daily 
to the mucosa of the nose and nasopharynx 
and dropped into the eyes as often as the 
stinging sensation reappears. 

Cotton tampons are applied (1) to the area 
of the frontal sinus, (2) to the lower half 
of the nasal cavity and (3) to the naso- 
pharynx. They are allowed to remain for 
20 to 30 minutes except for the nasopharyn- 
geal which is merely swabbed and removed 
at once. 

Results: The swelling of the tissues grad- 
ually decreases, and returns to normal. Dis- 
charge is reduced gradually. Bronchial 
asthma, of the type associated with hay 
fever and sinus allergy, often disappears to- 
gether with the improvement in the nasal 
condition. Conjunctivitis yields in two to 
three weeks to frequent instillations in the 
eyes. 

[The solution mentioned is now available 
commercially, under the name of Prolergia, 
Amfire Drug Co., New York, N. Y.—Ed.] 


S 


£ 


<< 


Sous 
33 


> 


Fig. 1. Schematic drawing showing the application of the cotton to the area of the frontal sinus in 
the nasal cavity. The forceps is first inserted a short distance into the nares, the blades are loosened and 
withdrawn a half-inch, and then re-engaged, continuing to push the cotton further into the nose until it 


occupies the area indicated. 


Fig. 2. Application of the solution to the lower half of the nasal cavity. The procedure here is the 


same as that described for Figure 1. 


Fig. 3. Application of the solution to the sphenoidal area of the nose. A retropharyngeal applicator 
with an appropriate cotton pledget treated with the solution is gently inserted into the nasopharynx, with 
the patient holding a full breath. The end of the applicator is elevated so that the solution is applied to 
the region of the sphenoid sinus. Extreme gentleness is used in the application, following which the 


applicator and pledget are quickly withdrawn. 














Eyelid Eczema Due to Nail Polish 
By FRANK A. SIMON, M.D. 
(Clin. Med., June 1944, p. 153] 
The commonest cause of eczema of the 
eyelids in women today is the use of nail 
lacquer. The location of the lesions is ex- 
plained by the fact that minute quantities 
of the lacquer rub off when the hands touch 
the face, eyes and other locations. 


Clinical appearance: Redness, swelling, 
itching and later desquanation located chiefly 
on the eyelids, face, neck, ear canals and oc- 
casionally on the arms and below the clavicle. 


Patch test: A piece of white blotter 14 inch 
square is placed in the center of a 1 inch 
square of adhesive tape. The nail lacquer is 
applied to the blotter and allowed to dry, 
the patch is then applied to the unbroken 
skin (preferably on the inner aspect of the 
upper arm) and allowed to remain for 24 
hours, at which time it is removed. 

At the time of removal, and one and two 
days later, the arm should be looked at for 
redness, swelling, itching, and sometimes 
vesicles, which indicate a positive test. 

Treatment: A soothing lotion is applied 
locally, nail lacquer is no longer used and 
the skin usually clears in 7 to 10 days. 


(The patch test, using perfumes, soaps, 
cleansing solutions, chemicals used at home 
or work and so on, often solves the problem 


of a stubborn eczema or acute dermatitis. 
—Ed.) 


Sitz Bath for Post-Operative Care 
By A. P. HUDGINS, M.D. 
[Clin. Med., Aug. 1944, p. 201] 

The use of the sitz bath: The patient is 
placed in two inches of hot water, using a 
regular bath tub or especially prepared sitz 
bath chair. To this two inches of hot water, 
is added one glassful each of coarse salt and 
ordinary vinegar. This slightly acid, hyper- 
tonic solution reduces perineal edema and 
aids wound healing. 


Patients are much more comfortable, odor 
and soiling is markedly decreased. It is 
applicable in dirty or contaminated cases 
with actual or potential infection. The sit- 
ting posture early in the postpartum and 
postoperative period empties the cup-like 
vagina. 


Out oF Bep ON THE First Day 


The author advises getting the patients 
out of bed on the first postoperative day, 
whether it be after a delivery or after lapa- 
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1-BASIN SEAT FOR SOLUTION 
2-HEATING UNIT 
S-HEAT CONTROL SWITCH 





rotomy or other surgical procedure. It is true 
that some of these patients feel weak, a few 
may faint, but these same sensations occur 
on the first day of rising, whether this be the 
day following operation or the tenth day. In 
300 cases, not one unfavorable result oc- 
curred. 


Shock Versus Cardiac Failure 
[Clin. Med., May 1948, p. 142] 
Heart failure must be differentiated from 
shock (peripheral circulatory failure), as out- 
lined in the accompanying chart. 


Sign Heart Failure Shock 
Cyanosis of Pale; some 
Face lips and cyanosis. 
cheeks. 
Skin Warm Cold, moist, 
sweating. 
Pulse Often Soft regular, 
irregular fast. 
Respiration s Rapid, shallow. 
dyspnea 
Heart Enlarged Small cardiac 
outline 
Veins Distended Collapsed 
Blood Normal or Normal, gradu- 
pressure high. ally falling. 
Venous High Low 
pressure 
Red cells nor-|High red cell 
Blood count mal or slight|~ count (7,000,- 
increase 000 to 9,000,- 
000); increased 
amount of 
hemoglobin. 
= Uncomfort- Feels better 
Position able while while lying 
lying on flat on back 
back. or with feet 
elevated. 
Rest; head -_ Blood mae 
chest pro sion or plasma 
Treatment up; digitaliza- injection in- 
tion. travenously; 
head low; 
protect from 
chilling. 
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Present Status of Intravenous 
Urography 
By W. E. HATCH, M.D. 
[Clin. Med., Sept. 1944, p. 235] 

Intravenous urography eliminates much of 
the expense and undesirable features of the 
retrograde method. It may also be used as 
a functional test of the kidneys. 

To rely on this method alone, in all cases, 
however, is unfair to the patient, as errors 
in diagnosis and treatment have frequently 
followed in more serious diseases. 

Technic of dye function test: The dye 
(Diadrast, Skiodan) is given intravenously 
for an intravenous pyelogram and may be 
carried out in conjunction with the x-ray 
study. All urine is collected in the next 30 
minutes, and the amount of iodine appearing 
in the urine is determined. Forty-five per- 
cent of the injected dose is excreted within 
30 minutes in the normal subject. Reduc- 
tions in the rate of iodine clearance are 
proportional to variations in the urea clear- 
ance. 

Errors in interpretation: Intravenous uro- 
grams depend upon the secretory function 
of the kidney, therefore the most satisfactory 
pictures are those of normal kidneys, and 
the pathologic condition is often not seen 
or confuses the diagnosis. 

If a lesion is not disclosed by the intra- 
venous method, do not routinely blame the 
technic or preparation, as there are some 
abnormal conditions we cannot yet demon- 
strate by this method. 

When an intravenous study is not satis- 
factory, the kidney should be considered 


pathologically abnormal until proven other- 
wise. 


Case 1, Fig. 1 


Indications 


. Examination of children and aged. 


. Strictures of urethra, bladder, neck ob- 
structions, and other condition which 
prevent cystoscopy. 


. Renal function test. 


. After severe accidents in which the 
kidney, ureters or bladder may have been 
damaged. 


. Study of ureter after bowel implantation. 
6. For bladder x-ray studies. 


. To check ureteral damage after hysterec- 
tomy. 


. In pregnancy, it has a limited use, but 
dangers to fetus from repeated exposures 
must be kept in mind. 


Contraindications 
. Marked renal insufficiency. 
. Marked cardiovascular disease. 
. Markedly impaired liver function. 
. Hyperthyroidism. 


. Iodine idiosyncrasy (test by putting a few 
drops of the solution on the tongue or 
inject .05 cc. intradermally). 


6. Fever (hyperpyrexia). 





Diethylstilbestrol Therapy; How to 
Control Nausea and Vomiting 
By KARL J. KARNAKY, M.D. 
[Clin. Med., Sept. 1944, p. 239] 
There are six ways of reducing or eliminat- 


ing the nausea which often follows large 
doses of diethylstilbestrol (stilbestrol): 


1. Taking the plain 5.0 mg. tablet every 
night at 9:00 o'clock at night. 


2. Taking one, plain, 1.0 mg. tablet for 
three nights, 2.0 mg. for three nights, 3.0 
mg. for three nights, 4.0 mg. for four 
nights, and then 5.0 mg. every night 
thereafter for 30 nights. 


Case 1. Fig. 1. The intra- 
venous urogram, on the left, 
shows a good picture of the 
left kidney but only a stone 
in the right kidney. 


Case 1. Fig. 2. The retro- 
grade pyelogram, on the right, 
shows the reverse: an excel- 
lent visualization of the right 
kidney but the left kidney is 
not seen as well as on the 
right intravenous film. 


Case 2, Fig. 2 
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8. Use of 400 milligrams of vitamin C, 
three to four times a day until the nausea 
is under control. 

4. Use of sedatives. (a.) Elixir of Pheno- 
barbital 2 grains per ounce, one teaspoon- 
ful every thirty to sixty minutes until the 
nausea is controlled. (b.) . Better; Insert 
one to two, l-grain Nembutal rectal sup- 
positories every one to three hours until 
the nausea is controlled. 

. Sour milk or butter milk may be eaten, 
or the patient may eat crackers and drink 
some coffee or milk in bed before getting 
up in the morning. 

. Psychotherapy: The patient is told to 
take the plain 5.0 mg. tablet at 9:00 P.M., 
and told that the next morning she will 
be nauseated and may even vomit. Tell 
her that the morning after the second 
nightly tablet she will be less nauseated, 
and the morning after the third tablet 
she will be even less nauseated, and the 
morning after the fourth tablet, even less 
nauseated. Tell her that after the fourth 
or fifth tablet she will not be sick any 
more except for a slight nausea every 
two to four weeks. Tell her that this nau- 
sea is like the nausea that she had when 
she was pregnant, and like the nausea that 
she may have should she ever have a 
baby. Tell her that the tablets may pro- 
duce nausea, but they are not poison and 
that it is impossible to hurt her even if 
she took the entire thirty tablets as one 
dose. This assurance will make it possible 
to treat almost all cases of uterine bleed- 


ing. 


Sublingual Administration 
of Drugs 
By R. P. WALTON, MLD. 
[Clin. Med., Sept. 1944, p. 242] 
Only a few drugs are absorbed when given 


under the tongue. These are: Nitroglyc- 
erine (glyceryl trinitrate), erythrol tetrani- 
trate, testosterone and methyl testosterone, 
testosterone propionate; estradiol and stilbes- 
trol; progesterone (anhydrohydroxyprogester- 
one); desoxycorticosterone acetate and apo- 
morphine. 

The sublingual dose is 2 to 4 times the 
injected dose. They may be administered in 
tablets, in alcohol solutions, in propylene 
glycol solutions or, if an alkaloid salt, in 
simple water solution. 

Morphine in doses as high as 2 grains had 
no effect. Other stimulants, sedatives and 
drugs were not effective sublingually. 


CLINICAL MEDICINE 


The Vagohypotonic Individual 
By DAN G. STINE, M.D. 


[Clin. Med., Sept. 1944, p. 245] 

So-called athlete’s heart: Only a small per- 
centage of athletes’ hearts hypertrophy; a 
careful examination of these hearts showed 
some cardiac damage was responsible for 
the hypertrophy. 

Vagohypotonic individual: Some persons 
with normal hearts have poor control over 
their cardiac rates during exertion. These 
individuals have a poor cardiac response to 
emotion and to cold, and give many other 
evidences of autonomic imbalance. 

The vagohypotonic individual with a fam- 
ily history of hypertension, who enters col- 
lege with a normal blood pressure, has a 
50 percent chance of developing arterial 
hypertension before leaving college. We are 
using the four years of university residence 
to teach these persons to understand their 
condition, and to correct it by drills in mus- 
cular relaxation and selected reading. 

Characteristics: The vagohypotonic indi- 
vidual is (1) overconscientious, (2) emotional, 
(3) industrious, (4) nervous, (5) lonely and 
(6) restless. He is much concerned about the 
impression that he makes on others. Often, 
he is a serious minded perfectionist who has 
never learned to play. 

Emotional stimuli cause marked rise in 
blood pressure. Tachycardia appears on 
slight emotional or physical stimulation. His 
muscles at rest are tense, he is prone to 
attacks of tachycardia and he winks fre- 
quently. 

Treatment: This condition is a correctible 
one. The vagohypotonic must be taught to 
understand his personal problems, to work 
without developing nervous tension (which 
is reflected in his muscular tension), and 
above all, to teach him to play and to take 
his career as one of the enjoyable, but not 
too serious, episodes in his life. 


(This is the type of treatment that the 
average physician never gives, at least know- 
ingly, because he does not feel qualified to 
do so and does not feel at home in any field 
other than medical and surgical. Yet such 
therapy is far more important than making 
a diagnosis of spastic colon, which is, afte: 
all, merely a symptom, and prescribing anti 
spasmodics. The big field for the average 
general practitioner in the future will be 
the care of such patients, who are all too 
frequently bounced back at him from diag- 
nostic clinics with no diagnosis or a sympto- 
matic one.—Ed.) 
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Complications of Appendicitis 

in Infancy and Childhood 

By HARRY ‘A. OBERHELMAN, M.D. 

[Clin. Med., Mar. 1944 p. 68] 

In the children’s wards at Cook County 
Hospital, these facts have been proved: Ap- 
pendiceal abscesses should be managed con- 
servatively with (1) rest, (2) intravenous 
feeding, (3) sulfonamides, (4) plasma or 
blood as needed, and (5) heat or cold to the 
abdominal wall. 


TYPE OF APPENDICITIS 
Acute appendicitis, not perforated. 
Perforation and abscess formation. 


Perforation and generalized peritonitis. 


Blood Pattern as a Clue to 
Cancer Diagnosis 
By H. LEONARD BOLEN, M.D. 
[Clin. Med., Sept. 1944, p. 240] 

The finger of the patient is pricked, and 3 
small drops of blood are collected on a 
glass slide and allowed to dry. The patterns 
which the blood assumes, both macroscopic- 
ally and microscopically, are: 1. The pattern 
characteristic of normal blood is devoid of 
meshwork, there is no breaking up of the 
fibrin and the blood is more compact, with a 
dark agglutinated mass of blood in the cen- 
ter; 2. Blood from a cancer patient invari- 


Fig. 3. Normal blood pattern (microscopic) 
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Generalized peritonitis: Operation as soon 
as prepared. A blood transfusion is usually 
given during operation. 

700 child patients were operated upon by 
52 different surgeons for appendicitis of the 
various types. Average mortality rate (in this 
charity hospital) was 2.2 percent; for cases 
with general peritonitis alone, 4.7 percent. 
Individual surgical technics played little part. 
It must be remembered that children’s tis- 
sues are delicate. 


‘TREATMENT 
Immediate appendectomy. 


No operation; conservative treatment 
with fluids, blood transfusion. 


After intravenous fluids and other 
building up, immediate operation. 


ably shows many “dots” grossly and under the 
microscope there are numerous, three cor- 
nered spicules. 

Similar findings to cancer are obtained 
from patients with acute rheumatic fever, 
rheumatoid arthritis, active tuberculosis, 
pregnancy, pernicious anemia, and coronary 
disease, but these diseases are ruled out by 
clinical findings. 

The blood pattern of the above patients 
returns to normal under treatment as does 
the blood pattern of patients whose cancer 
has been extirpated or treated radiolog- 
ically. Four thousand slides were studied in 
this series. 


Fig. 4. Cancer blood pattern (microscopic) 
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Common Endocrine Problems 
of Children 
[Clin. Med., July 1944, p. 169] 
Endocrine processes in children resemble 
those of adults except for modification of 
growth and sexual maturity. | 


DWaARFIsM 
The child is below normal stature 
for his age. 
INFANTILISM 
Delayed sexual maturity; no mental 
changes; because boys have external 
genitalia, the diagnosis may be made 
in the first few years; not diagnosed in 
girls until 9 or 10. 


GrowTH FActors 

Growth factors concern (1) inherent ability 
to grow, which are derived from race and 
family heredity, (2) balanced diet and (3) 
ability to utilize materials for growth. 

Certain families are short; certain races 
are short. The child must have proper 
amounts of protein, fat, carbohydrate, miner- 


CLINICAL MEDICINE 


als and vitamins, and the ability to use these 
materials or nutritional dwarfism appears. 


TREATMENT OF DELAYED GROWTH 
Treatment for delayed growth consists of 
(1) thyroid extract, (2) balanced diet, (3) 
thiamine (vitamin B,) and (4) iron. 


Dracnostic CHART: 
CRETINISM VERSUS MONGOLIAN IDIOT 


Cretinism Mongolian 


6 months At birth 


Putty, 
apathetic 
Large tongue, 
often 
protruded 
Dry 

Delayed erup- 
tion, poor 
formation 


Dwarf 


Age 
detectable 


Face Cheerful, stupid 


Red, fissured 


Mouth tongue 


Hair Sparse, soft hair 


Teeth Pegged teeth 


Growth 


Hands 
Feet 


Abdomen 


Normal 
Offset thumb, 
great toe 


Less marked 
changes 


Spade 


Protuberant 
Constipation 


CAUSES OF DWARFISM AND TREATMENT 


CAUSE OF DWARFISM 


1. Psychic. 

a. Anorexia Nervosa: Usually seen 
only in girls who refuse food over long 
periods. Amenorrhea, at first psychic 
and then organic, appears. Basal met- 
abolic rate —23 to —56. This is not 
a glandular condition; diagnose from 
pituitary cachexia. Growth stops in 
body and sexual development. 


2. Central nervous system trauma. 


3. Congenital dwarfism without endo- 
crine cause: Cheerful but stupid 
youngsters; nasal obstruction, nasal 
mucous; shortlived. 


4. Endocrine dwarfism due to: (a) 
lack of pituitary hormone, thyroid and 
androgenic hormone (Brissaud’s dwarf- 
ism). 

(b) Frolich’s Syndrome  (adiposo- 
genital dystrophy): “Peaches and 
cream,” smooth, fine skin; fat breasts 
and buttocks; knock-knees frequently; 
may be tall. 

(c) Hypothyroidism: Cretinism, ju- 
venile hypothyroidism, borderline hy- 
pothyroidism. 


‘TREATMENT 


1. Proper feeding, if necessary through 
a duodenal tube, will result in a weight 
gain without endocrine therapy. Phy- 
sician must firmly assure that diagnosis 
is correct and insist on feeding. These 
patients never make any complaint, but 
are usually brought in by a parent or 
friend. 


2. Severe brain damage early in life is 
often followed by mental retardation 
and physical signs of central nervous 
system injury. 


3. Teach them simple tasks to do 


around the home. Thyroid extract may 
be of value. Place in an institution if 
there are other children in the family. 


4. (a) 500 International Units of An- 
terior Pituitary-Like Hormone or 
Antuitrin-S, 3 times weekly ; thyroid 
extract to tolerance; 30 mg. testosterone 
by injection or orally, twice weekly. 

(b) A.P.L. 500 units three times 
weekly for 4 months to | year results 
in more vigor and better figure. Diet 
is chief aid. Thyroid may be given to 
tolerance. 

(c) Y% to $ grains of thyroid extract 
daily, for juvenile hypothyroidism. 





ANNUAL (1944) REVIEW 


Tyrothricin: Medical and 
Surgical Uses 
By W. A. NEWMAN DORLAND, M.D. 
Chicago, Illinois. 
[Clin. Med., Sept. 1944, p. 244] 
What it is: Tyrothricin is an extract de- 
rived from the soil bacterium, Bacillus brevis. 


How it may be used: In the treatment of 
surface infections and in the body cavities, 
e.g., bladder, sinuses, pleural cavity. It is not 
inactivated by saliva, pus (which prevents 
sulfonamide drugs from being effective), 
urine or serum. It cannot be injected. 


Clinical results: Chronic leg ulcers, neg- 
lected wounds of the extremities and hard 
palate, carbuncles, abscesses, infected sinuses 
(80 percent), otitis media (75 percent) and 
“shipyard eye” have responded very well. 

When applied on dressings, operative 
wounds do not swell and fever is at a mini- 
mum. 

Streptococci and pneumococci are destroyed 
in every instance. 

When a minute quantity of the drug was 
introduced through the drainage tube into 
the pleural cavity in empyema, the chest 
fluid was sterilized in a few hours and com- 
plete cure soon followed. 

Tyrothicin: Consists of gramicidin and 
tyrocidine. 

l. Effective against these organisms: 
Pneumococcus 
Streptococcus 
Staphylococcus 
Diphtheria 


2. Local clinical uses: 
Infected wounds and ulcers 
Abscesses Osteomyelitis 
Conjunctivitis (acute, chronic and epi- 
demic or “shipyard eye”) 
Sinusitis Empyema 


3. Technic: Tyrothricin may be used by irri- 
gation following surgical exposure of the 
infected tissue as in empyema (see Fig. 
1), in mastoiditis (see Fig. 2), in osteo- 
myelitis (see Fig. 3), in carbuncles and 
abscesses, or used by wet pack alone or 
both methods may be combined. 

Each cc. of alcoholic solution of Tyro- 
thricin as supplied by the manufacturer 
is diluted with 60 cc. of sterile distilled 
water (not physiological saline solution) 
to make up a colloidal solution contain- 
ing 33 mg. per hundred cc. 

Injection of Tyrothricin leads to de- 
generative changes in internal organs 
and hemolyzes red blood cells (Herrell). 


All are 
Gram positive 
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Tyrothricin Therapy 
The pictures below originally appeared 1n 
December 1943 issue of “Therapeutic Notes” 
published by Parke, Davis & Co. These 
smaller prints are reprinted here through 
their courtesy. 


~*~ 


Following surgical drainage, empyema often 


responds 
irrigations. 


to Tyrothricin instillations and 


Slow healing in osteomyelitis, when infec- 
tion has been rendered accessible, is hastened 
by topically applied tyrothricin. 





DIAGNOSTIC POINTERS 


"Cold" vs. Malaria 
The onset of malaria may cause the symp- 
toms of a cold or acute upper respiratory 
infection.—H. Most, M.D., in J.A.M.A., Jan. 
8, 1944. 


Early Signs of C.N.S. Syphilis 

Urinary incontinence, migratory or radiat- 
ing pains, transitory visual disturbances, dip- 
lopia (double vision) and changes in person- 
ality are early symptoms of central nervous 
system syphilis—H. R. Carter, M.D., in 
Rocky Mt. Med. J., Nov., 1948. 


Sickly Children: Rheumatic Fever 
Or yes 

Often one sees a child between the ages of 
5 to 16 years who has lost weight, is pale, 
has poor appetite, painful swollen joints, 
leukopenia, secondary anemia, lassitude, and 
occasionally, notching of the permanent 
teeth. 

Many of these children have a good back- 
ground and the family moral character would 
appear to be above reproach. I have seen 
the diagnosis of rheumatic fever made fre- 
quently and the true diagnosis not become 
apparent until syphilitic eye infection (inter- 
stitial keratitis) appears and often some per- 
manent eye injury is done. 

The cornea becomes steamy and cloudy, 
there is severe pain, lacrymation, avoidance 
of light (photophobi2) and visual disability 
for weeks. 

Especially in the south, where rheumatic 
fever is uncommon, the possibility of lues 
should be considered and tests made.—H. C. 
NEBLETT, M.D., in South. Med. & S., Feb., 
1944. 


First Symptoms of Colonic Cancer 

In a review of 40 cases of proven carci- 
noma of the colon, 85% first complained of 
abdominal pain or intermittent colic asso- 
ciated with constipation and relieved by the 
passage of gas or defecation not accompanied 
by any obvious change in stools.—W. L. 
Estes, Jr., M.D., in Penn. M. J., August, 1943. 


Annual Review 


Testing for Drug Sensitivity 

It is difficult to test for drugs except 
clinically. Patch testing is not very accurate. 
The patient holds a tablet of the drug 
against the buccal mucosa for 10 to 20 
minutes. The immediate reaction is one of 
edema and occasional vesicle formation. At 
the end of 24 hours, the site is again in- 
spected for vesiculation. This method of 
drug testing is quick, fairly reliable and safe. 
—Puitip BLANK, M.D., in Mil. Surg., Nov., 
1943. 


Rectal Symptoms 

Any mild symptom that is sufficient to 
attract the patient's attention to his rectum 
may be symptomatic of cancer. In these pa- 
tients, the first recognizable symptoms of 
their rectal cancers, in order of fre- 
quency, are blood in the stools, constipation, 
increase in flatus, diarrhoea, pain and mu- 
cous discharge. The importance of rectal 
examination should never be overlooked.— 
Med. World (Lond.), Aug. 20, 1943. 


The Early Diagnosis of Rickets 

An increase in the amount of phosphatase 
in the blood serum or plasma may be the 
first definite sign of rickets—C. L. Reep, 
M.D., in “Vitamin D” (University of Chicago 
Press). 


Constipation and Mucous from 
Rectal Cancer 
Mucous discharge and constipation are 
early symptoms of rectal carcinoma. Blood 
in the stools and flatus are less common and 
later symptoms.—Prescriber (Eng.), Sept., 


Tenderness in Early Appendicitis 

When patients are seen within an hour or 
two of the onset of acute appendicitis, they 
will complain of epigastric pain which is 
aching and only moderately severe. At that 
time, the tenderness may be in the same lo 
cation as the pain, i.e. the epigastrium. Later, 
the tenderness may be found in the right 
lower quadrant while the pain is still local- 
ized in the epigastrium.—R. W. PosTLeTHWAIT, 
M.D., in Mil. Surg., Nov., 1943. 
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Recognition of Sinus Diseases - 
in Children 

1, Paranasal sinus infection in infants and 
children is an established entity and occurs 
at any age. 

2. They are frequently brought to the 
physician for relief of a condition far re- 
moved from the nasal sinuses which may be 
the infective source. 

3. The paranasal sinuses should be con- 
sidered and studied in all diseases of un- 
known origin. 

4. The focus of infection may still be 
present in the sinuses after removal of the 
tonsils and adenoids. 

5. Infection retards the development of 
the paranasal sinuses. 

6. In order of greatest clinical value are 
the maxillary sinuses, ethmoids, sphenoids 
and frontals. 

7. There are three prominent symptoms 
in chronic sinusitis: nasal discharge, nasal 
stoppage, and lowered physical state of the 
patient.—S. Morwitz, M.D., in E.E.N.T.M., 
Sept, 1943. 


Diagnosis of Ectopic Pregnancy 

The most common and dependable symp- 
tom of ectopic pregnancy is lower abdominal 
pain. The history of a late, missed or ab- 
normal menstrual period followed by pain 
and passage of dark blood (as contrasted to 
the red blood froma a miscarriage) is almost 
diagnostic of ectopic pregnancy.—F. S. JOHNs, 
M.D., in Va. Med M., Aug., 1943. 


Tuberculin Test 
All applicants for a marriage license should 
have a tuberculin test made at the same time 
that the Wasserman test is performed.—G. R. 
MAXWELL., M.D., in W. Va. Med. J., Nov., 
1942. 


Enlarged Heart 

The finding of an enlarged heart on exami- 
nation is pathognomonic of heart disease.— 
R. McComss, M.D., in Internal Medicine in 
General Practice (W. B. Saunders Co.). (It 
must not be forgotten that an enlarged heart 
may be curable, if due to hypothyroidism, 
hyperthyroidism or vitamin B, deficiency.— 
Ep.) 


Thinning of Eyebrows 
Dry, coarse hair with thinning of the eye- 
brows may give away the diagnosis of hypo- 
thyroidism.—R. McComss, M.D., in Internal 
Medicine in General Practice (W. B. Saunders 
Co.). 
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Neurotic Patients 

Good signs of a neurosis are the inability 
of the patient to state what the main com- 
plaint is, a tendency to answer the physician’s 
questions with irrelevant statements, to com- 
plain too much of trifling matters, to break 
in and not let the physician finish a sentence, 
to keep on consulting a long written list of 
symptoms, to tremble and even weep as the 
story is unfolded or even to tell the physician 
how to diagnose and treat the disease. The 
harder it is to get a clear history out of a 
patient, the less likely is he to be suffering 
from organic disease—W. C. ALvaREz, M.D., 
in Med. World, Dec. 17, 1943. 


Brucellosis—An Obscure Disease 

Brucellosis (undulant fever) should be con- 
sidered as a possible cause of any obscure 
disease, whether acute or chronic. Pulmonary 
tuberculosis may be confused clinically, and 
occasionally, radiologically. Brucellosis may 
involve the joints, causing arthritis, or the 
joints, resulting in osteomyelitis. Neurosis is 
the most frequent erroneous diagnosis in 
patients who are afebrile or have low grade 
fever, and fatigue, loss of weight, joint and 
muscle pains, headache, mental confusion 
and backache. Tests: Skin test (intradermal 
test), blood serum agglutination test, phargo- 
cytic index and culture of the blood, urine, 
feces or exudates.—H. J. Harris, M.D., in 
Bull. N. Y. Acad. Med., Nov., 1943. 


Albuminuria 
One-half of the cases of albuminuria found 
in pregnant women are due to urinary in- 
fection. with colon bacilli—G. F. Grssarp, 
M.D., in Med. World (Lond.), Nev., 1942. 


Head Noises 
Following is a list of possible causes of 
this very common complaint: 
1. Impacted cerumen. 
2. Pathological closure of the eustachian 
tube. 
Acoustic trauma. 
Otitis media and otosclerosis. 
Drugs and poisons. 
Cardio-vascular disorders. 
Gastro-intestinal conditions. 
. Psychoneurological disturbances. 
Allergy. 
Involvement of otic, gasserian and gen- 
iculate ganglia. 
. Intracranial growths.—E. P. FOowter, 
M.D., in Med. World (Lond.), Dec. 24, 
1943. 


Seer Se Py 


_ 
— 
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Overlooked Thiamin (B,) 
Deficiency 


Symptoms Signs 


Poor carbohydrate toler- 
ance 


“‘Neurasthenia” 





Burning of feet Edema of feet 


Numbness and tingliag | ————H—____— 
of legs Tender calf muscles 


Cramps in muscles ... Hyperesthesia of skin 


Muscular weakness 
Pretibial anesthesia 
In advanced cases, anesthesia, loss of re- 
flexes and muscular atrophy occur; massive 
edema, symptoms of right-sided heart fail- 
ure, enlargement of the heart, tachycardia, 
gallop rhythm, and systolic murmurs may 
appear. Diagnosis is confirmed by improve- 
ment while 15 to 100 mg. thiamine is given 
daily.—G. GoLpsmiTH, M.D., in New Orleans 
Med. & Surg. J., Feb., 1944. 


Whistle-Smile Refiex in 
Parkinsonism 

When the normal individual is requested 
to whistle, he does so and then smiles, prob- 
ably as a response to the absurdity of unmo- 
tivated whistling. The patient suffering from 
the Parkinsonian syndrome does not smile 
after whistling. This is a helpful, reliable 
sign.—F. M. Hanes, M.D., in J.A.M.A., April 
3, 1943. 


Gastrointestinal spatens 


from Malaria 

Vomiting, diarrhea and abdominal pain 
may be caused by malaria. Patients have 
been operated upon for suspected intestinal 
obstruction. Diarrhea may be misleading in 
patients recently back from the tropics, as 
bacillary and amebic dysentry must be ex- 
cluded, but malaria must be remembered.— 
H. MEteney, M.D., in J.A.M.A., Jan. 8, 1944. 


Diagnostic Significance of 
Indicanuria 

Indicanuria proves the presence of putre- 
faction (usually intestinal) of proteins. Indol 
is not an indifferent compound. There is 
experimental and clinical evidence of its 
toxicity. For example, a man complained of 
burning pain in the palms of his hands and 
soles of the feet, and there was an intense 
redness in the palms and fingertips. All signs 
and symptoms disappeared after 3 days on 
a protein-free diet.—L. Licntwitz, M.D., in 
Rev. Gastroent., Oct., 1942. 
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Significance of "Colds" 

Frequent “colds” which last only a day or 
two may indicate an allergic condition. More 
than 2 colds lasting over 10 days, during the 
previous year, suggest sinusitis. The presence 
of discharge, with yellow or greenish color 
between colds, also suggests sinusitis. Head- 
aches, always located in the same place, have 
the same significance. Cough or “hawking” 
up of discharge may indicate a’ postnasal 
drip from infected sinuses. W. D. CHASE, 
M.D., in E.E.N.T.N., Apr., 1943. 


Thyroid Extract: 
Gynecological Uses 

Hypothyroidism is a common cause of 
sterility, miscarriage, premature labor, death 
of the fetus, amenorrhea, and menorrhagia.— 
C. J. BAUMGARTNER, M.D., in Calif. & West. 
Med., Nov., 1942. 

(Thyroid extract is the cheapest, the most 
effective and the safest hormone to use in 
treatment of gynecologic patients.—Ep.) 


Chronic Cough in Children 

The occurrence of a chronic cough in 
children may be the first symptom of an al- 
lergic tendency. Asthma may appear later. 
Such children should be skin tested for sensi- 
tivity to foods and pollen.—F. Hanset, M.D., 
in Laryngoscope, May, 1943. 

(This author has also written, “Chronic 
allergic cough in the absence of definite nasal 
symptoms or asthma may be diagnosed on 
examination of the cells of the nasal drain- 
age. Predominating eosinophiles indicate 
that an allergic cause is at work. Eosino- 
philia disappears during an acute cold or 
infection.” —Eb.) 


“Hot Flashes” 

If “hot flashes” are noted only during the 
day, one should look for some cause other 
than endocrine. True menopausal flashes ap- 
pear at night and waken the patient.—D. 
Drips, M.D., in Journal-Lancet, Dec., 1942. 


Diagnosis of Diabetes 

A normal fasting blood sugar examination 
does not rule out diabetes. A blood suga: 
test taken 214 hours after meals is more 
valuable for diagnostic purposes, and wil! 
confirm many positive diagnoses which are 
missed by the fasting blood sugar. Glucos¢ 
tolerance studies are valuable in differenti 
ating diabetic and nondiabetic glycosuria 
Glycosuria is merely a sign, not a diagnosis 
—Henry J. Joun, M.D., in South. Med. J 
Sept., 1943. 





Functional Bleeding at Puberty 

The administration of from 25 to 100 mg. 
of stilbestrol, in a single or divided dose, will 
stop the severe bleeding that sometimes oc- 
curs in girls at puberty. In the cyclic therapy 
of pubertal bleeding, one gives 1 mg. of 
stilbestrol daily for 28 days; during the last 
7 days, progesterone is also administered by 
mouth (1 unit daily); most such patients 
need 1% gr. of thyroid extract daily, also. 
This process is repeated for two or three 
monthly cycles, and then all treatment is 
stopped.—B. Weinstein, M.D., in Tri-State 
Med. J., Nov., 1942. 


Tar for Eczema 

The most valuable single agent, x-rays ¢x- 
cluded, is crude coal tar paste, made up as: 

Crude coal tar 2 to 5 percent. 

Lanolin, sufficient to mix. 

Zinc oxide 2 to 5 percent. 

Petrolatum enough to make up. 

Infantile eczema and eczema of the legs 
respond rapidly to this ointment. It works 
well in the presence of moisture and rarely 
causes irritation. Secondarily infected eczemas 
should be treated with antiseptics (boric 
soaks) before tar is used.—T. S. SAUNDERS, 
M.D., in Northwest Med., May, 1948. 


Pruritis Ani 
Pruritis ani due to mycotic infection should 
be treated by daily applications of mercuric 
bichloride solution, 1:3,000.—Dover Clinic 
Review, Dec., 1943. 


Cough Mixture for Children 

An effective prescription for controlling 
cough in children is this: 

Fluidextract of glycyrrhiza 

Syrup of Ipecac 

Camphorated tincture opium 

Spirit of chloroform 20 cc. 

Distilled water sufficient for 1,000 cc. 
Sig: 4 to 2 teaspoonfuls every 3 hours, for 
cough, according to age. 

This mixture will control cough in laryn- 
gitis and bronchitis——JoHN ZAHorsky, M.D., 
in Arch. Ped., Feb., 1948. 


120 cc. 
100 cc. 
120 cc. 


THERAPEUTICS 


Gonorrheal Prostatitis 
Gonorrheal prostatitis and vesiculitis are 
best left alone to be cured by sulphonamides, 
concurrently with the urethritis. No form of 
syringing or the passage of sounds should be 
attempted. These are always injurious to 
the accompanying inflamed urethral mucous 
membrane. Irrigation of the urethra, in 
trained hands an effective treatment, is 
almost never necessary when sulphonamides 
are employed.—H. M. HENscHELL, M.D., in 

Med. World (Lond.), Dec. 24, 1943. 


Routine Catheterization in 
Gynecological Examinations 

Pelvic examination: Every woman should 
be catheterized before being examined va- 
ginally. The ease and clarity with which the 
pelvic organs may be outlined when the 
bladder is empty is surprising. 

If the patient voids before being catheter- 
ized, the catheterization may show that some 
urine is not being passed normally (residual 
urine). This is especially liable to be true 
in patients with a relaxed vaginal outlet.— 
A. BatptistI, Jr., in Urol. & Cut. Rev., Mar., 
1943. 


(Many women have urethral narrowing, 
which results in bladder symptoms and re- 
sidual urine. This may be easily relieved by 
gradual dilatation of the urethra with sounds 
over a period of several weeks.—Eb.) 


Histamine for Dermographia and 
Urticaria 

The subcutaneous injection of histamine 

in gradually increasing doses is often ef- 

fective in the treatment of urticaria and 


dermographia (scratching skin results in- 
wheals along line of scratch).—Leo H. Cripep, 
M.D., in Penn. Med. J., May, 1943. 


Sulfanilamide for Infiamed 
Hemorrhoids 
Inflamed, edematous hemorrhoids, treated 
with sulfanilamide orally, return to normal 
in four days. The dosage is 40 to 60 grains 
daily—H. Maciean, M.D., in Med. World 
(Lond.) Mar. 5, 1943. 


4il 
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Brucellosis (Undulant Fever) 

In the acute illness, sulfonamides or 
Foshay’s serum may be effective. In chronic 
infections with undulant fever, a vaccine pre- 
pared from heat killed Brucella abortus is 
most effective.—H. J. Harris, M.D., Bull. N. Y. 
Acad. Med., Sept., 1943. 

Chronic brucellosis responds to 0.5 Gm. of 
sulfasuxidine given three times daily. Bru- 
cellosis is apparently a primary disease of 
the digestive tract—NeEAL Davis, M.D., in 
J. Indiana M. A., Aug., 1943. 

Intradermal vaccine therapy with a vaccine 
made from heat killed organisms is often ef- 
fective. The injections are given at 5 to 7 
day intervals. The forearm or medial surface 
of the thighs are used. Starting dosage is 0.1 
cc. of diluted vaccine, increasing 0.05 cc. at a 
time until it is clear that the patient is not 
hypersensitive, after which the undiluted 
vaccine is given, increasing up to 0.5 cc. as a 
maximum dose.—DAN URSCHELL, M.D., in 
J. Indiana M. A., Aug., 1943. 


Abdominal Distention 

The inhalation of 100 percent oxygen 
through a snugly fitting mask (as the B. L. B. 
mask) is an effective method of treating 
abdominal distention. The mask must be 
used continuously. An oxygen tent, nasal 
catheter, or leaky mask will not accomplish 
the result. The patient must be warned not 
to swallow air.—_W. M. Bootusy, M.D., in 
Arch. Phys. Ther., Oct., 1942. 


Cees in Women 


Cystitis and cystitis-like distress in women 
respond much more promptly to dilating the 
urethra with sounds than to vesical irriga- 
tions. Dilating sounds, of larger and larger 
size, should be introduced once a week until 
a caliber of 30 or 32 French is reached. 
Meatotomy may be required before large 
sounds can be used. Sulfathiazole or sulfa- 
diazine should be given, in 10-grain (0.65 
Gm.) doses, three times daily, if pus is found 
in the urine. If relief is not obtained in a 
few weeks, it may be assumed that the cause 
of the pus is a lesion in the bladder or kid- 
neys, and a cystoscopic investigation should 
be made.—E. C, BALLINGER, M.D., in Urol. & 
Cut. Rev., Sept., 1942. 


Conjunctivitis in Infants 
Inclusion conjunctivitis in infants tends to 
persist for several months. The use of 5 per- 
cent sulfathiazole or sodium-sulfathiazole 
ointment in the eyes three times daily, will 
often cure the conjunctivitis in four days.— 
E.E.N.T.M., Mar., 1948. 


The Treatment of Gonorrhea 
in Women 

Sulfathiazole in doses of 4 Gm. (60 gr.) 
over a period of one week cured 95 percent 
of women with gonorrhea. Sulfapyridine or 
a second course of sulfathiazole was given 
to the resistant cases. In over half of the 
patients, a purulent urethral or cervical dis- 
charge persisted after cultures had become 
negative. Local treatment (cauterization or 
electrocoagulation of the cervix, treatment 
of Skene’s glands) is necessary to cure this 
non-specific discharge.—I. GRUNSTEIN, M.D., 
in J.A.M.A., Apr. 19, 1943. 


Dietary Treatment of Hyperacidity 
A diet which contains a large amount of 
protein (meat and egg) and fatty foods, is 
low in carbohydrate foods and low in calo- 
ries, has been shown effective in decreasing 
gastric acidity.—Am. J. Dig. Dis., Apr., 1943. 


Treatment of Herpes Zoster 

The intravenous injection of sodium 
iodide, 2 Gm. in 20 cc. of distilled water, on 
the first, second, fourth and seventh days, 
and one or two subcutaneous injections of 
0.5 cc. of pituitrin, together with injections 
of vitamin B complex intramuscularly, are 
useful in the treatment of herpes zoster.— 
E.E.N.T.M., Apr., 1943. 


Tannin for Diarrhea 
Severe diarrhea can be controlled by the 
alternate use of Acetyl Tannic Acid and 
Albumin Tannate, in doses of 15 gr. given 
orally every four hours. Both are U.S.P. XI 
preparations.—F. F. YONKMAN, M.D., in Am. 
J. Dig. Dis., July, 1943. 


Swimmer's ltch 

Itching, following swimming, is often due 
to schistome dermatitis, caused by the cer- 
caria stagnicolae. The parasites enter the 
skin only, and produce no symtemic effect. 

Symptoms: Immediately after the cercariae 
penetrate the skin, a tingling sensation is 
experienced and a pin-point redness appears. 
Marked itching follows in several hours, and 
the macule becomes papular. The itching 
disappears in a few days but the rash may re- 
quire two weeks before fading. 

Treatment: The most effective method of 
prevention is thorough rubbing of the skin 
with a dry towel immediately after leaving 
the water. The tiny larvel schistosomes are 
crushed and removed before they can pene- 
trate. Calamine lotion or ointment with |! 
percent phenol will control the itching.— 
A. J. Quick, M.D., in Wis. Med. J., July, 1943. 
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Intractable Peptic Ulcer 

The chronic peptic ulcer patient may be 
elieved of night distress by (1) eating a 
iberal meal at 7 or 8 A.M., consisting of 
offee or tea, toast, fresh fruit and meat, (2) 
ating a lunch at 12 consisting of light pro- 
ein, either meat, fish, eggs or cream cheese, 
yureed vegetables, stewed or fresh fruit and 
ea, (3) avoiding an evening meal, with its 
onsequent outpouring of acid during the 
\ight.—P. S. Campicue, M.D., in Am. J. Dig. 
dis., May, 1943. 


Minor industrial Burns 

The following treatment is recommended 
n cases of minor burns occurring in industry. 

1. Wash the area with white soap and 
water. 

Do not break any blisters or otherwise 
interfere with the wound. 

Cover with fine mesh gauze impreg- 
nated with vaseline or 5 per cent boric 
acid ointment. 

Apply a firm dressing over this, bulky 
enough to keep dirt away from the 
injury, but not too large to keep the 
man off work. 

The writers did not find that there is any 
evidence that the use of sulfonamides locally 
applied is of value in the prevention of in- 
fection.—Drs. McCiure and Lam, in Med. 
World (Lond.), Dec. 17, 1943. 
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Sulfaguanidine in Typhoid 
and Dysentery 
Sulfaguanidine administration, in a few 
cases of typhoid, resulted in disappearance 
of the fever in one week, but the drug was 
continued for an additional week to prevent 

a relapse. 

It is effective in almost all the infectious 
summer diarrheas, especially for the bloody 
diarrhea caused by bacillary dysentery. If 
sulfaguanidine is not effective in treating the 
dysentery, sulfathiazole will often be curative. 


-C. WitiaMs, M.D., in Va. Med. Monthly, 
Nov., 1942. 


Chiggers 

Chiggers may be discouraged by dusting 
powdered sulfur over the legs and in the 
stockings. Powdered naphthalene (“moth 
balls”) will have the same effect. 

Relief from itching may be obtained by a 
warm salt bath or by killing the mites in 
the skin with applications of benzine, sulfur 
ointment, carbolized vaseline, or a drop or 
two of chloroform on each swelling.—I. S. 
Currer, M.D., Chicago, Il. 
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Treatment of Chronic Ulcerative 
Colitis 

The injection of air or oxygen into the 
abdominal cavity is of great benefit in the 
treatment of chronic ulcerative colitis. Indi- 
cations are: Chronicity, diarrhea, pus, mu- 
cus and blood in stools, and intractability. 
Refilling can be done two or three times a 
week. The patient need not be confined to 
bed except for a few days. Oxygen, because 
of its calming effects, is preferred for the 
first fillings. The treatment may be continued 
for three months or more. Pneumoperitoneum 
is free enough from danger for it to be per- 
formed by a practitioner, even without the 
facilities of a hospital—H. NreuMANN, British 
Med. J., April, 1943. (The amount of air or 
oxygen used is 1000 cc. Also, the patient's 
comfort can be used as a gage.—Ep.) 


Local Anesthetic for the Eye 

For minor surgery upon the conjunctiva, 
such as removal of a pterygium, or removal 
of foreign bodies, the following solution will 
provide anethesia and vasoconstriction: 

Cocaine hydrochloride 

Adrenalin chloride 1:1000 

PEE TR «5.5 ods nnd eases che nvesses 30.00 

—E.E.N.T.M., Sept., 1942. 

[A 2-percent solution of Butyn in plain 
sterile distilled water (use no chlorides), 
with or without epinephrine, is an especially 
valuable anesthetic for eye operations.—Ep.] 


Hepatic Cirrhosis 

In the treatment of cirrhosis of the liver, 
glucose therapy is extremely valuable, al- 
though it is not always spectacular. It tends 
to control the ascites and to overcome the 
tendency of oliguria. Profuse diuresis is pro- 
duced and the ascites gradually diminishes 
without the use of diuretics. The urine 
should be tested daily for sugar, and if 
glycosuria is noticed insulin therapy should 
be instituted. The writer gives daily intra- 
venous injection of 50 gm. of glucose. Intra- 
muscular liver extract injections are valuable. 
—A. D. Joseru, M.D., in Med. World, Dec. 
24, 1943. 


Treatment of Urticaria 
One-half of the persons with urticaria 
(hives) are sensitive to coal tar products and 
can be cured by stopping the use of sedatives, 
analgesics, laxatives, flavors and colors of 
certain types for two weeks. All of us eat 
some of these products daily.—M. B. CoHEN, 

M.D., in Ohio S. Med. J., Dec., 1943. 
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Painful, Non-Inflamed Appendix 

The appendix may be the cause of severe, 
colicky, abdominal pains, yet appear grossly 
and microscopically normal. The surgeon 
and pathologist usually feel that a normal 
appendix has been removed, yet many of 
these, on careful histologic study, will show 
neuromas. Physical examination, in such 
cases, may reveal tenderness, rigidity, and re- 
bound tenderness. Nausea and vomiting may 
appear. The temperature tends to remain 
normal and the leukocyte and differential 
counts remain at normal levels. These pa- 
tients are entirely relieved by appendectomy. 
—Hawaii Med. J., Feb., 1943. 

(This “neurogenic appendicitis” explains 
why many patients are relieved of abdominal 
pains by removal of an apparently normal 
appendix. Special stains are required to 
demonstrate neuromas.—Eb.) 


Five Percent Saline Enema 
Hypertonic saline enemata produce a more 
thorough cleansing of the bowel than any 
other type of enema. We have used them 
to remove gas preliminary to taking x-rays 
of the abdomen, and pre- and postoperatively. 
Roentgenograms show that saline enemata 
cause an emptying of the small bowel; ex- 
periments show that there is a marked in- 
crease in the activity and tone of the small 
intestine. Magnesium sulphate and glycerin, 
soap suds and other enemata do not produce 
this increased tonicity and emptying of the 
small bowel. ‘Quantities of 1,000 cc. (roughly 
one quart) were most effective—H. E. Cart- 

son, M.D., in South. Med. J., May, 1943. 


Phenol Treatment of Chancre 

The painful “soft chancre” can be destroyed 
by local application of phenol. The proper 
manner of using liquified phenol on such a 
lesion is: (1) to apply the liquified phenol, 
(2) to let it act until the pathological growth 
or chancre is destroyed, (3) finally, to swab 
the site with alcohol which interrupts the 
caustic action of the phenol before healthy 
tissue is attacked.—R. Beutner, M.D., Anes. 
& Anal., May-June, 1943. 


Fracture-Shock 

Shock occurring with fractures, especially 
crushing pelvic or chest injuries, responds to 
treatment more quickly if 1 percent procaine 
solution is injected into the hematomas 
about the fracture sites. This injection may 
be repeated at any time that shock or pain 
increases.—T. A. Brapy, M.D., in South. Med. 
& Surg., Mar., 1943. 
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Painful, Engorged Breasts 
The pain of engorged breasts may be re- 
lieved by giving one mg. of stilbestrol daily 
for four consecutive days. The breasts dry 
up without other therapy being needed. 
Doses much smaller than this relieve pain 
without decreasing the milk supply.—B. J. 

Haney, M.D., in J. Urol., Mar., 1943. 


Cold for Burns 

Burns may be treated by thoroughly and 
gently cleaning, sprinkling with sulfadiazine 
powder, covering with vaseline gauze (one or 
two thicknesses), and surrounding with ice- 
bags or electric refrigerating equipment.* 
Pain is relieved as soon as the tissues become 
cool, and swelling stops. Cooling is continued 
until healing is well under way.—L. W. 
CrossMAN, M.D., in N.Y.S.J.M., May 15, 1943. 


Single Dose Treatment 
of Gonorrhea 

The administration of 2 to 7 Gm. (30 to 
105 grains) of sulfathiazole or sulfadiazine 
results in the disappearance of gonococci and 
in the apparent cure of gonorrhea in a large 
percentage of patients. These patients must 
be checked at weekly intervals for six weeks, 
to ensure against relapse.—J. H. Stokes, M.D. 
in J.A.M.A., Dec. 2, 1942. 


Typhoid Vaccine for Typhoid Fever 

The intravenous injection of typhoid vac 
cine at intervals of 2 or 3 days results in 
benefit in one-half of cases of children with 
typhoid fever. The initial dose is 0.25 cc., 1.0 
to 1.5 cc. being given subsequently. The vac 


cine is diluted out in dextrose 
solution.—Arch. de Pediat. d. 
1942. 


and saline 
Urug., May, 


Pentothal and Morphine 
An occasional patient is resistant to intra 
venous anesthesia with pentothal solium. If 
a small dose of morphine is slowly admin 
istered intravenously at this time, the total 
amount of pentothal will be much reduced. 


J. S. Lunpy, M.D., in Proc. Mayo Clin., May 
5, 1943. 


Routine Catheterization in 
Obstetrics 
The bladder should be emptied by catheter 
before any type of delivery. A separated pla 
centa may be retained in the uterus because 
of a distended bladder. Those patients with 
continuous caudal anesthesia should be cathe 
terized at 8 hour intervals to avoid distention 
of the bladder.—Artuur Bapriristi, M.D., in 
Urol. & Cut. Rev., Mar., 1943. 





NEW BOOKS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


There is no mood to which a man may 
not administer the appropriate medi- 
cine at the cost of reaching down 
a volume from his bookshelf. 
—ARTHUR BALFOUR 
s**+ * 


CLINICS 
LIPPINCOTT’S CLINICS. Edited by George 

Morris Pversol, M.D., Professor of Medicine, 

Graduate School of Medicine, University of 

Pennsylvania, Philadelphia. With the Collab- 

oration of an outstanding editorial board. 

Philadelphia: J. B. Lippincott Company. 

Feb. 1944. Published bi-monthly. Price per 

year, $12.00 by subscription; single copy, 

$2.00; cloth bound, $16.00 by subscription; 
single copy, $3.00. 
This whole issue of the Clinics is devoted to 
a symposium on war medicine. It is not the 
usual sort of grouped discussions on material 
that is of value only to those in combat areas. 

The frank and clinically interesting debate 
on gastrointestinal disorders, lead by A. C. 
lvy, brings up to date many modern concepts. 
Ivy says, ‘“‘I have stopped laboratory experi- 
ments on peptic ulcer, as I cannot get my 
dogs interested in the stock market.’’ 

Fatigue is discussed by a number of men 
who show the wide range of application such 
knowledge has in the practice of medicine. 

Venereal disease, fractures, chemotherapy, 
plastic and _ reconstructive surgery, war 
wounds and burns, diagnostic cardioroent- 
genography, a simple walking cast, manage- 
ment of purpura and effect of shock on 
intramuscular pressures, make up the other 
topics. 

Those who have attended medical meetings 
at which the debate was free, between men 
who knew what they were talking about, 
realize that such an interchange clears away 
much confusion and brings out the real ideas 
held by those present. Most of this material 
was actually presented at the 5lst Annual 
Meeting of the Association of Military Sur- 
geons of the U. S. Army and taken down 
stenographically. 

oo 


THE ARTHROPATHIES 


de Lorimier 


THE ARTHROPATHIES: A _ Handbook of 
Roentgen Diagnosis. By Alfred A. de Lori- 
mier, M.D., Colonel, Medical Corps, United 
States Army. Commandant, The Army School 
of Roentgenology, Memphis, Tenn.; Former- 
ly, Director, Department of Roentgenology, 
born Street), 1944. Price, $5.50. 

The Year Book publishers have published this 

as the first of a series of six handbooks cover- 

ing the roentgen diagnosis of joints, chest, gas- 
tro-intestinal tract, osseous system, skull, 
sinuses and mastoids, and urinary tract. 
Every spinal and peripheral joint in the body 
is represented in case studies and clear repro- 
ductions of roentgenograms. Arrows point to 

diseases processes and foot notes indicate im- 

portant points concerning their recognition. 

The author is careful to list early signs of joint 


disease, thus rendering the book helpful to 
those who wish to make a diagnosis before ad- 
vanced signs appear. 

Each disease process ‘is shown by illustra- 
tions and briefly reviewed by an outline form, 
opposite the reproducton of the roentgeno- 
gram, which lists roentgen criteria in early 
and in late stages, incidence, history, physical 
findings, clinical course. 
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PRACTICAL MALARIA CONTROL 


Gunther 


PRACTICAL MALARIA CONTROL. A Hand- 
book for Field Workers by Carl M. Gunther, 
M.D., B.S., D.T.M. (Sydney), Field Medical 
Officer, Bulolo Gold Dredging Ltd., Terri- 
tory of New Guinea; At present with the 
Australian Medical Corps. Foreword by 
Prof. Harvey Sutton, O.B.E., M.D., 
F.R.A.C.P., B.Sc., D.P.H., F.R. San. I. 
Published by The Philosophical Library, New 
York. 1944. Price $2.50. 

The author, who has had many years of prac- 

tical experience in managing malaria in New 

Guinea for a mining company, and presents, 

briefly, important instructions for management 

of malaria by either of the standard methods, 
control or elimination. 

Every detail is given, including proper 
study of smears, differential diagnosis, clinical 
types of the disease, complications, treatment, 
and antimalarial measures. 
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STOP WORRYING AND GET WELL 


Podolsky 


STOP WORRYING AND GET WELL. By 
Edward Podolsky, M.D. New York: Bernard 
Ackerman (381 Fourth Avenue, New York 
16). Pages 124. 1944. Price, $2.00. 

The author, whose articles have appeared 

in many medical journals, here sums up for 

the patient and his physician the many ill 

results of worry, how worry may cause 

symptoms and signs of organic disease and 
how worry may be avoided by an anti-worry 
program. 

Such a book is of value to the physician 
who cannot take the time to explain to each 
anxious or worried patient that his symptoms 
are the result of mental tension. It should be 
prescribed like a medicine, or better, instead 
of a medicine. 

Physicians who have not followed current 
psychosomatic medicine may be _ interested 
to know that bad breath, diabetes, ‘‘heart 
disease,"’ goiter and many abnormal condi- 
tions may stem from an individual's inability 
to adjust to his environment. 
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UROLOGICAL SURGERY 


Dodson 


UROLOGICAL SURGERY. By Austin In- 
gram Dodson, M.D., F.A.C.S. Professor of 
Urology, Medical College of Virginia; Urolo- 
gist, Hospital Division, Medical College of 
Virginia; Urologist to Crippled Children’s 
Hospital; Urologist to St. Elizabeth’s Hos- 
pital; Urologist to the St. Luke’s Hospital 
and McGuire Clinic. With Contributions by 
R. A. Berger, M.D., D. G. Chapman, M.D., 
E. I. Evans, M.D., Fred M. Hodges, M.D., 
Major Guy W. Horsley, L. D. Keyser, M.D. 
and Lawrence O. Snead, M. D. 756 illustra- 
tions. St. Louis: The C. V. Mosby Company. 
1944. Price, $10.00. 

This book is not a complete urologic treatise 

but rather a presentation of the technic and 
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principles in managing surgical problems in 
urology. 

Also presented are sections on anatomy of 
the urogenital tract, diagnosis, pre and post- 
operative care, excretory urography and cysto- 
graphy, radiation therapy, acid base balance 
and fluid administration, blood transfusion and 
anesthesia in urologic surgery. 

All types of urologic problems of the kid- 
neys, bladder, ureters, and external genitalia 
are presented in clear text and beautiful sur- 
gical and anatomical illustrations by Helen 
Lorraine. 

This book is a must for any surgeon carry- 
ing on urologic surgery. 


eo 
INHALATIONAL THERAPY 


Barach 


PRINCIPLES AND PRACTICES OF INHALA- 
TIONAL THERAPY. By Alvan L. Barach, 
M.D., Associate Professor of Clinical Medi- 
cine Columbia College of Physicians and 
Surgeons; Assistant Attend.ng Physician, 
Presbyterian Hospital, New York City. Pub- 
lished by J. B. Lipincott Co,, Philadelphia, 
Pa., 1944. (50 illustrations). Price $4.00. 

This book is of value foy the physician, sur- 
geon or enesthetist who wants to use inhala- 
tional therapy on medical and surgical pa- 
tients because it describes (1) conditions 
which are benefited, (2) technics with de- 
tails of administration and (3) pathologic 
physiology. 

It is apparently the first time, that all ma- 
terial relating to treatment of disease and 
abnormal conditions by oxygen, helium, carbon 
dioxide, positive pressure, respirators, equal- 
izing chest pressure therapy and vaporized 
solutions of epinephrine and neosynephrin, has 
been gathered together and made available. 

The author is a well known authority in 
this field. His book is especially well grounded 
because he is very critical of all procedures 
and subjects them to frequent tests to make 
sure that they are peing effective. 

The subjects discussed include (1) pneu- 
monia, (2) congestive heart failure, (3) edema 
of the lungs, (4) coronary disease, (5) shock, 
(6) pulmonary infarction, (7) massive collapse 
of the lung, (8) bronchial asthma, (9) obstruc- 
tive lesions in the respiratory tract, (10) pul- 
monary emphysema, (11) acute altitude sick- 
ness, acute anoxia, (12) accidental asphyxia, 
(13) asphyxia of the newborn, (14) hemor- 
rhage, (15) peripheral arteriosclerosis, (16) 
migraine, seasickness, gas gangrene and 
tetanus, (17) anesthesia and anoxia, (18) aero- 
embolism, (19) war gas poisoning and lung 
irritants, (20) anoxia and brain injury follow- 
ing fever therapy, (21) head injuries, (22) 
paralysis of the respiratory musculature, (23) 
cerebral embolism and thombosis, (24) chronic 
pulmonary tuberculosis, (25) blast injury of 
the lungs, (26) aerial transportation of pa- 
tients with miscellaneous diseases, (27) oxygen 
poisoning, (28) hiccough and rarer conditions. 

Methods of inhalational therapy are given in 
detail. The above list of topics cuts squarely 
across all fields of medical, surgical and ob- 
stetric practice. There is no one in the field 
of medicine who will not be better prepared 
if he reads this book. 

+ 


PHYSICIAN’S ACCOUNTING 
Colwell 


DR. COLWELL’S DAILY LOG FOR PHYSI- 
CIANS FOR 1945. A Brief, Simple, Accurate 
Financial Record for the Physician’s Desk. 
Published by Colwell Publishing Company, 
Champaign, Illinois. Price $6.00. 

This well known book will serve the physician 
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with a continuous orientation on both his pro- 
fessional and economic activities. The doctor 
will find in the Log, a comprehensive label- 
ing of his activities: Daily income and ex- 
penses; business summary (which will help 
to indicate tax deductable items); surgical 
record sheet; narcotics; pay roll and with- 
drawings; and utility record sheet. Also it 
may catalogue the doctor’s obstetrical waiting 
list, notifiable diseases, annual summary, pay- 
as-you-go-tax comprising comparative income 
schedule and a statement of Quarterly esti- 
mate and payments. 

When the doctor wants to recall facts, fig- 
ures, names, and dates, he does not have to 
try to remember. He opens the Log and it 
talks back to him like a garrulous but, sym- 
pathetic wife, with telling and meaningful in- 
formation.—E. W. 
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PSYCHOANALYSIS TODAY 
Lorand 


The Modern Approach to 
Human Problems 


PSYCHOANALYSiS TODAY. Edited by San- 
dor Lorand, M.D. 31 contributors in the fields 
of medicine, psychiatry and psychoanalysis 
Medical War Books. New York: International 
University Press. 1944. Price, $6.00. 

All phases of psychiatry and medicine as re- 
lated to psychoanalysis are presented by 31 
distinguished authorities in brief essays. Those 
physicans who know of psychoanalysis as it 
was some years ago will be surprised to find 
how it has matured into a technic of prac- 
tical value in every day practice. The trend 
to psychosomatic medicine is emphasized. 

For the physician who wishes to know more 
in these fields, this book can be recommended 

Flanders Durbar, whe has written much 
and well on psychosomatic medicine contrib- 
utes a good introduction to the field. 

A. A. Brill, long an exponent and interpre- 
ter of Freud, discusses sexuality and its role 
in the neuroses, the infantile expression and 
gradual maturing. 

Jelliffe contributes an introduction and also 
a discussion on psychoanalysis and internal 
medicine. 

The book is interesting, not only for study 
but for relaxation. 
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TECHNIQUE IN TRAUMA 


Gurd and Ackman 


TECHNIQUE IN TRAUMA: Planned Timing 
in the Treatment of Wounds Including 
Burns. From the Montreal.General Hospital! 
and McGill University. By Fraser B. Gurd, 
M.D., C.M., and F. Douglas Ackman, M.D 
C.M.. In Collaboration with J. W. Gerrie, 
M.D., C.M., J. E. Pritchard, M.D., E. § 
Mills, M.D., Frederick Smith, M.D. Preface 
by John S. Lockwood, M.D., University of 
Pennsylvania; W.th Commentary by Ralph 
Fitzgerald, M.D., C.M. Published by J. B 
a Co., Philadelphia, Pa., 1944. Price 

.00 


This is a practical, immediately usable book 
on the care of wounds and burns. Its basic 
premise is the proper timing of care. 

“The only classification with regard to depth 
of burns , . . needed is whether skin grafting 
will be necessary or not. It is difficult if not 
impossible to gauge the depth accurately in 
the early stages . .. Five days is the mini- 
mum for recognition of depth.’’ 

Basic sulfamesh is used to dress burns, fol- 
lowed by pressure dressings. The Montreal 
General Hospital sulfathiazole emulsion is ap- 
plied on mesh, after soapsuds cleansing, thus 
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permitting removal of the dressings for in- 
pection, down to the mesh with no bleeding 
and little pain. 

A complete table, showing what procedures 
are to be used in various stages of burn 
herapy (morphine, oxygen, intravenous, plas- 
ma and glucose) and another chart for treat- 
ment of wounds and compound fractures per- 
mit one to see at a glance their methods. 
Trese charts should be available in every 
moom where severely injured or burned pa- 
ients are under treatment, so that important 
methods of therapy are not forgotten. 

‘olor and black and white photographs, and 
ketches of cases show the possibilities in 
actual practise. 

Although cone may not agree with all the 
herapy as suggested, there are many good 
cl.nical suggestions placed into the 66 pages 
of this small volume. The authors have re- 
viewed the literature as well. Their study is 
varmly recommended, 


+ 
ATLAS OF ANATOMY 


Grant 


AN ATLAS OF ANATOMY. By J. C. Boileau 
Grant, M.C., M.B., Ch.B., F.R.C.S., (Edin.), 
Professor of Anatomy, University of Toronto, 
Canada. By Regions. Baltimore: A William 
Wood Book, the Williams and Wilkins Com- 
pany. 1943. Price, $10.00. 460 colored and 
black and white illustrations, 400 pages. 

‘This is surgical anatomy, the anatomy that 

will be encountered at operation, examination 

or postmortem, instead of the traditional free- 
hand sketches of various regions and organs. 

The author has again done the unusual. 
One can refer to any region of the body, such 
as the hip or the tonsil area, and find grouped 
together, illustrations of bones, muscles and 
nerves concerned, the stages of dissection, 
cross-sections or dissections at such an angle 
that important points may be brought out, 
together with brief discussions which empha- 
size clinical and anatomical facts. 

Because of this arrangement, the book is of 
value to the clinician and surgeon, as well as 
to the student and interne. 

The regions covered are: Upper Limb, 
Abdomen, Perineum, Pelvis, Lower Limb, 
Vertebrae and Vertebral column, Thorax, 
Head and Neck. 

The illustrations were made by (1) photo- 
graphing the anatomic specimen, (2) tracing 
from the photographs, which were compared 
to the originals, and (3) the artist made up 

drawings from the tracings, with con- 
stant reference to the specimens. Thus, the 
proportions and general appearance are 
remarkably accurate. 
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PHYSICAL MEDICINE IN 
GENERAL PRACTICE 


Bierman 


PHYSICAL MEDICINE IN GENERAL PRAC- 
TICE. By William Bierman, M.D., Attend- 
ing Physical Therapist, Mount Sinai Hos- 
ptal; Assistant Clinical Professor of Thera- 
peutics, New York University Medical Col- 
lege, New York. 310 illustrations. Published 
by Paul B. Hoeber, Inc., Medical Book De- 
partment, Harper and Brothers, New York, 
N.Y., 1944. Price, $7.50. 

This text on physical therapy is complete, 

well illustrated, authoritative and written so 

as to be understandable and usable in the of- 
fice, home or hospital. 

Every aspect of the employment of physical 
medicine, from destruction of part or all of 
tonsils by eletrocoagulation to increasing exer- 
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cise as part of the treatment of cardiac pa- 
tients, is covered, 

The sketches show the apparatus and exact 
methods of employment, in-admirable detail. 

Indications and contraindications are also 
stressed. The author is not unduly biased in 
favor of his specialty and evaluates the advan- 
tages and disadvantages of physiotherapy, as 
it applies to the whole field of medicine and 
all of its specialties. 

The physician who wishes to know when 
and how to use physical therapy will find this 
text useful and interesting. 


Sd 


TROPICAL NURSING 
Gregg 
TROPICAL NURSING: A Hand book for 

Nurses and Others Going Abroad. By A. L. 

Gregg, M.A., M.D., M.Ch., B.A.O. (Dublin), 

D.T.M. & H. (Lond.), L.M. (Rotunda Hos- 

pital); Member of the Associate Staff and 

lecturer to Nurses of The Hospital for Trop:- 
cal Diseases, London; Lecturer on Tropical 

Disease, Westminister Hospital Medical 

School. 2nd Edition. Published by The 

Philosophical Library, New York, N.Y. (15 

E. 40th Street). 1944. Price $3.00. 

This small book is logically divided into sec- 
tions dealing with (1) personal hygiene in the 
tropics, (2) tropical diseases, (3) technic of 
blood examination, transfusion, bowel lavage, 
test meal, intramuscular injection and intra- 
venous injection, (4) care of the eyes and (5) 
glossary. 

Each tropical disease is discussed as to 
cause, modes of infection, clinical types, 
treatment and prophylaxis. The discussions 
are brief, complete and include the latest 
in therapy. 

The advice given in various sections as to 
what to take with one when going to the 
tropics, avoidance of potential harmful factors, 
and treatment of minor conditions is very 
helpful. + 


DISEASES OF THE EYE 


May-Perera 
MANUAL OF THE DISEASES OF THE EYE. 

By Charles H. May, M.D., Consulting Oph- 

thalmologist to Bellevue, Mt. Sinai and 

French Hospitals, New York; Formerly, 

Chief of Clinic and Instructor in Ophthal- 

mology, Medical Department of Columbia 

University, and Director of the Eye Ser- 

vice at Bellevue Hospital. With the as- 

sistance of Charles A. Perera, M.D., 

Associate in Ophthalmology, College of 

Physicians and Surgeons, Medical Depart- 

ment of Columbia University, New York; 

Assistant Attending Ophthalmologist Pres- 

byterian Hospital, New York. Baltimore: 

William Wood and Company. Price, $4.00. 

387 illustrations, with 93 colored figures. 

Eighteenth Edition, revised. 

With this compact text, one can find all the 
information necessary to carry out such 
ophthalmological procedures as occur in any 
office practice. The life-l:/ke colored illustra- 
tions depict accurately the appearance of the 
various external diseases of the eye. 

“‘May”’ has always been known as a clearly 
written book, so clear that one may under- 
stand a topic, as for example, conjunctivitis, 
with a minimum of time. Each topic is 
broken down into a simple classification, so 
that the practitioner and student need not 
overlook important conditions clinically or on 
cxams. 

For those who use the ophthalmoscope in 
Ciagnosis, there are many colored sketches of 
the fundus. 

Any physician who even advises eye patients 
should have this classic. 
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"| hear the wars practically over... back home!” 


ppaoeaner it’s only natural for us 
here at home ;to feel that the war’s 
almost won, the way the good news has 
been pouring in. 

But the war’s not over for him—not 
by a long sight! And he’s just one of a 
few million or more that will stay over 
there until they finish the bloody mess. 
Or kill time for a few months—or years 
—in some hospital. 

What about you? 

This is no time to relax. No time to 
forget the unfinished business. It’s still 


your war, and it still costs a lot. 

So dig down deep this time. Dig down 
till it hurts, and get yourself a hundred- 
dollar War Bond over and above any 
you now own—or are now purchasing. 
This 6th War Loan is every bit as im- 
portant to our complete and final Vic- 
tory as was the first. 

Don’t “let George do it”—get your- 
self that added bond for the sake of the 
guys that can still be killed. After all, 
you’re safe and sound and home. That's 
worth another hundred-dollar bond, isn’t it? 


Buy at least one extra #100 War Bond today I\ / 


rd 
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@ American children are far luckier. They not only get enough to eat normally but when 


additional vitamins are needed to aid recovery from childhood diseases and to speed 


convalescence, they can have vitamin-rich, nutritious ‘AVIMAL’. 
“AVIMAL’ is a palatably-flavored, diastatic malt extract fortified with essential vitamins. 
Also fine for expectant mothers to help lessen the complications of pregnancy. 


Available in 8 ounce, 1 pint and ¥% gallon bottles. *Avimal’—registered trademark. 


a pleasantly flavored polyvitamin preparation 


Each fluidounce of ‘AVIMAL’ supplies: Vitamin A .. . 13,333 U.S. P. 
units; Vitamin D .. . 1,333 U.S. P. units; Vitamin B; .. . 5.5 Milli- 
grams; Vitamin B, . . . 5.5 Milligrams; Nicotinamide .... 40 Milligrams. 


RROUGHS WELLCOME « CO. (U.S.A.) INC., 9-11 East 41st Street, New York 17, N. Y. 





Reading time for the busy 
physician . . . 29 seconds 


RESTORE RHYTHM * 


Colonic musculature that has lost the “swing” of normal 
peristaltic rhythm requires reeducation by strictly physio- 
logic means, if it is to regain independence from thera- 
peutic assistance. 

The unfortified hydrogel, Serutan, affords such a helpful 
means. The water-fixing properties of its hemicellulose con- 
tent impart a demulcent, unctuous character to the colonic 
contents, calculated to invoke a natural neuro- muscular 
response. Voiding without straining, leaking, “packing” or 
trauma contributes to the success of the training program, 
and encourages the restoration of rhythmic self-sufficiency. 
Available: In 4-oz. or 10-0z. packages, or in 30-oz. hospital size container. 


SERUTAN, PROFESSIONAL SERVICE DIVISION, JERSEY CITY 6, N. J. 


SERUTAN 


HE PHYSTOLOGIC AID TO NORMAL EVACUAT 





